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The country-wide development of mental hygiene clinic facilities 
for the treatment of veterans with service-connected psychiatric dis- 
orders has provided a proving ground for therapeutic approaches and 
administrative procedures probably unparalleled anywhere in the 
world. 

Despite the fact that almost a million and a half selectees were 
rejected for military duty by the Selective Service for NP reasons; 
during the war, approximately a half million were discharged because 
of NP disorders, this number constituting almost 40 per cent of all 
medical discharges from the armed forces, the largest single group 
separated for medical reasons. In addition there were approximately 
a quarter of a million discharged for physical diseases in which an emo- 
tional element was so prominent that many probably belong in the 
psychosomatic group of disorders. Reports from Veterans Administra- 
tion field stations in 1946 revealed that approximately one-third of 
those requiring examination for compensation purposes for other dis- 
abilities were referred for psychiatric consultation because of associated 
emotional symptoms. As of the end of June 1947 there were 475,397 
veterans of World War II on the compensation rolls for NP disorders. 
This constituted 28 per cent of the total number drawing compensation 
for service-connected disabilities. From the foregoing it is apparent 
that there is an extensive problem in meeting the needs of veterans 
with psychiatric disorders. 

To meet this demand the Veterans Administration has established 
forty-seven Mental Hygiene Clinics, and it has entered into contract 
for treatment services with fifty-four additional non-VA clinics, and 
has authorized a large number of practicing physicians to give treat- 
ments on a fee basis. During the past ten months the number of Vet- 


*Published with permission of the Chief Medical Director, Department of Medi- 
cine and Surgery, Veterans Administration, who assumes no responsibility for the 
opinions expressed or conclusions drawn by the authors. 

**Paper read at the May 19, 1948 meeting of the American Psychiatric Asso- 
ciation held in Washington, D. C. 
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erans Administration clinics has increased 38 per cent, with a 20 per 
cent increase in the number of veterans treated and a 45 per cent in- 
crease in the number of treatments given. The increase in fee basis 
work has been approximately half of that showed by the Veterans Ad- 
ministration clinics themselves, whereas contract clinics have remained 
at a more or less constant level. 

This paper is an attempt to describe general, uniform policies of a 
professional and administrative nature which apply to all mental hy- 
giene clinics of the Veterans Administration. It must be borne in mind 
that characteristic differences in the organization and operation of indi- 
vidual mental hygiene clinics will vary according to the pervading 
psychiatric philosophy within specific geographic areas. The synthesis 
which is essential for a paper of this type makes it difficult to integrate 
unique points of view. Thus the following description represents a 
common denominator derived from the experiences of many clinics. 


A. QUANTITATIVE ANALYSIS OF CLINICAL ACTIVITIES 


From a quantitative point of view a strong trend has been evi- 
denced in the location of Veterans Administration and Contract Clinics 
within metropolitan areas. Thus, of the first thirty cities in order of 
population, each has a mental hygiene clinic installation. Those cities 
of intermediate size in the population range of 200,000 to 1,000,000 
show a satisfactory coverage with respect to Mental Hygiene Clinic 


installations, but in cities and towns below that limit there is consider- 
able decrease in services rendered. This trend is especially noticeable 
in rural areas. The prime factor involved is the lack of professional 
personnel available for employment. Professional workers are drawn 
to large centers of population where clinic facilities are more abundant 
than elsewhere and where the promise of the establishment of a private 
practice is always an invitation. The younger and more energetic clin- 
ical personnel seem to be attracted to the Veterans Administration, on 
the one hand, by the promise of part-time work which will subsidize 
them until their private practice has been fully established and, on the 
other hand, by the availability of psychoanalytic facilities, either for 
personal analysis or for training course. So strong is this trend that 
many attractive positions in the Veterans Administration have remained 
unfilled because the professional man fails to find the background that 
he desires. Whether or not such a trend is ephemeral or unjustifiable, 
the situation must nevertheless be faced. As a result, in smaller areas 
excessive use of the fee basis physician for the treatment of veterans and 
their examination for compensation purposes has been the rule. 
Contract Clinics have not afforded the aid that was anticipated, 
because their problems with respect to personnel have been largely the 
same as those of the Veterans Administration itself. The use of the fee 
basis system to an extent that it involves nearly 60 per cent of all treat- 
ments undertaken has the advantage in many instances of giving the 
veteran the feeling of being privately treated by a capable physician. 
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The costs, however, have been somewhat greater than if such work 
had been undertaken by the Veterans Administration directly, and there 
is, of course, a corresponding loss of clinical material with respect to the 
highly important teaching and training programs. The present ten- 
dency is toward a moderate reduction of the number of authorizations 
for fee basis treatments. 

Under the pressure of various factors just enumerated, the Clinics 
have tended to take on an administrative and clinical format peculiar to 
the locale in which they are placed. An attempt to evaluate these dif- 
ferences suggests that certain Clinics may have a unity of organization 
and purpose sufficiently stabilized to characterize a generic type. The 
following categories are therefore offered for consideration: 

1. Clinics located in cities of 1,000,000 or more population will 
probably have sufficient full-time and part-time professional personnel 
as well as the help of specialists of various kinds to ensure full devel- 
opment of every type of Clinic activity recognized at the present time. 
The problem of such Clinics becomes administratively more important 
in direct proportion to the pressure of case loads. The mere physical 
process of handling large numbers of patients tends to cut down the 
number of times he can be seen by the therapist per month, and the 
closeness of relationship between doctor and patient which is so neces- 
sary for successful psychotherapy. On the other hand, availability of 
special facilities such as EEG, treatment of aphasia, or special speech 
pathology and highly skilled neurologic consultation services may be 
distinct gains for the individual patient. 

2. The second type of clinic, located in cities of 100,000 to 200,- 
000 population without an excess of professional personnel available, 
imposes a modification of the so-called team concept, the formula of 
which is 1 psychiatrist, 1 clinical psychologist, 2 psychiatric social work- 
ers and 2 clerks. In a certain number of selected patients the team 
approach can be made with the objective of an integrated effort to meet 
the problems presented in each of these individuals. Where the situa- 
tion is such that these teams cannot be completely built up, a compro- 
mise must be effected. In fact, these middle-sized cities have about 
one-half of the team requirements for the estimated treatment load 
and a considerable amount of adjunctive help is therefore required by 
referrals to contract clinics and fee basis physicians. The use of the 
clinic for the training of residents in psychiatry, trainees in psychology 
and students in social work accordingly is limited. By the same token, 
the amount of treatment to be undertaken is limited. The part-time 
highly skilled psychiatrist is imporatant because he is so closely related 
to the community and its needs and has a broad experience which may 
enhance the efficiency of this type of clinic. 

3. Aclinic located in a town below 100,000 in population has its 
own peculiar problems which will reflect considerably upon the set-up 
of the clinic itself. The needs of the patient in rural areas surrounding 
these towns may best be served through the establishment of a Travel- 
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ing Clinic with the first Mental Hygiene Clinic as a base of operation. 
Such a Clinic may swing through a circuit of five to seven towns within 
a reasonable radius of the base or may operate by going out on daily 
trips within a radius of 50 miles of the base so that the personnel may 
return home each night. Organization of local resources at each point 
covered is a matter of prime importance. The populations best served 
by this procedure run from 15,000 to 25,000 per station, with the un- 
derstanding that the local workers will bring in other patients from rea- 
sonable distances throughout the country. The optimum number of 
populations served per circuit swing would approximate 300,000. At- 
tention is called to the recently organized traveling clinic set up by the 
Veterans Administration within the state of New Hampshire with the 
city of Manchester as its base and with six stations in the circuit—all 
of which are within a radius of 60 miles of the base. The entire state 
of New Hampshire will be serviced in this manner. An extension of 
this system to other localities throughout the country will be an ob- 
jective of the immediate future. 


B. QUALITATIVE ANALYSIS OF CLINICAL ACTIVITIES 


As the first step toward the activation of a treatment program, it 
becomes necessary to organize this broadly assigned responsibility in 
terms of precise psychiatric practice based upon clinical experience. On 


the one hand, the clinic has had to maintain its relationship to its larger 
and centralized parent body, the Medical Department of the Veterans 
Administration, with administrative offices in Washington—and on the 
other hand, policy has had to be adapted to the unique needs of the 
given local area which was to be served. A balance of this type is not 
always easily attained nor even feasible. The achievement of such inte- 
gration is possible only so long as policy is interpreted in a flexible 
fashion. 

All clinic activities have focused upon the diagnosis, treatment, 
and proper disposition of the maladjusted veteran. Toa major extent 
this has entailed assisting him to make a reality readjustment to civilian 
life. As a corollary, such aims fulfill another clinic function; i.e., the 
need for hospitalization is minimized by providing early and adequate 
treatment for ambulatory veterans—thus lessening the load upon the 
already overcrowded hospitals. Other aspects of the program, some of 
which have not yet been fully realized for lack of space and personnel, 
include treatment for ambulatory patients suffering from neurologic 
disabilities, and therapy for psychotic patients who are on visit from 
psychiatric hospitals. The treatment program for many of the veterans 
has been supplemented by a review of their cases by the Neuropsy- 
chiatric Examinations Unit and Adjudication of the Regional Offices 
for the purpose of rating service-connected disabilities for compensa- 
tion. A more highly correlated relation between treatment and ex- 
amination units would be beneficial. 

From the qualitative point of view the various activities within the 
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clinic itself may show a variability somewhat comparable to that ex- 
hibited by its quantitative factors. Intense centralization and direction 
of intraclinic activities has not been attempted by the Veterans Admin- 
istration at any time since the Department of Medicine and Surgery was 
set up. Each clinic has had considerable autonomy in working out its 
own problems and as a result the qualitative expression of the clinic has 
had much freedom for development. An evaluation of these activi- 
ties may be attempted along the following six categories: (1) Screen- 
ing and intake; (2) The therapeutic approach to the case problem pre- 
sented; (3) Differentiation of therapeutic technics; (4) Personnel rela- 
tionships and balances; (5) The use of the clinic as a teaching and 
training organization; (6) Liaison with the community and with other 
Veterans Administration installations. 


1. SCREENING AND INTAKE 


A great deal of experimentation has been undertaken by the vari- 
ous clinics as to methods of reception for the purpose of most effective 
psychotherapy. All authorities are agreed that a new patient should 
be contacted by a physician as soon as possible after reception and that 
he depart after his first visit with a feeling that the clinic is definitely 
interested in him and that he is going to receive some definitive help. 
The physician making this initial contact, therefore, must be sufficiently 


sympathetic and understanding of the needs of the patient to direct 
the therapeutic endeavor. The question, then, becomes whether the 
psychiatrist as a single individual can accomplish these objectives or 
whether a group of individuals comprising a team should make the 
initial contact. The usual procedure has been for an intake psychiatric 
social worker to obtain certain essential data on the problem and to 
make the referral to a designated intake doctor for diagnostic study. 
Such referral may be subject to the approval of the neuropsychiatrist 
in charge of the clinic. In the Boston Mental Hygiene Clinic the in- 
take psychiatrist reexamines the patient, with much more emphasis 
upon the psychiatric aspects. Immediate anxieties with regard to 
treatment are dealt with by reassurance and explanation. Then, de- 
pending upon the psychiatric formulation, the patient is disposed of in 
one of the following ways: (1) is rejected as psychiatrically or legally 
ineligible and referred back to the social worker for guidance in receiv- 
ing whatever help he needs from an extra-mural agency or hospital; 
(2) is referred to a social worker for continuous case work; (3) is 
referred to a psychiatrist for psychotherapy; (4) is referred to group 
therapy in addition to receiving concomitant individual treatment 
either by a psychiatrist or social worker; (5) is referred to dispensary 
for medication or other frankly supporative measures as are prescribed 
by the dispensary psychiatrist. These dispositions are not exclusive, for 
it is the prerogative of the psychiatrist who will treat the patient, or 
who is consultant for the case worker and who has the necessary 
medical responsibility, to reassign the patient in another fashion if this 





522 Morris T. ADLER and SAMUEL FUTTERMAN 








seems indicated as the interviews progress. The several efforts at 
arriving at a proper evaluation of the case at the earliest possible mo- 
ment are still in a state of flux and no standard policies with respect to 
procedures have yet been evolved. 


2. THE THERAPEUTIC APPROACH TO THE PROBLEM 


It has become a clinic dictum that psychotherapy must be directed 
toward realization of limited goals only, taking into account that the 
period of treatment should be relatively brief whenever possible. AlI- 
though the emphasis is on the current reality situation, the patient’s 
problems are assessed with due regard for unconscious factors and 
motivations which may be in the background. These situations are 
regarded as reeditions of earlier and deeply repressed conflicts, and as 
such they are resolved when possible without bringing to the patient’s 
attention the existence of painful and frequently unacceptable prototype 
difficulties. Insofar as possible, he is emotionally manipulated within 
his particular characterologic structure and symptomatology. 


3. DIFFERENCES IN THERAPEUTIC TECHNICS 


With the widely varying therapeutic interests of the different 
professional staffs based on certain scientific theories it is inevitable that 
emphasis will be shifted with respect to the value of technics. 

By and large, however, the present trends within the Mental 
Hygiene Clinics of the Veterans Administration with respect to use of 
therapeutic technics are as follows: 

Individual psychotherapy has more than held its own throughout 
the varying therapeutic vicissitudes of the clinics and it is still the 
method of preference for the average therapist. The psychoanalytic 
concepts have lately assumed an increasing importance due to the wide- 
spread interest of some types of professional personnel in analytic train- 
ing courses and in the undergoing of a personal analysis. This factor 
probably more than any other has led to the utilization of highly skilled 
psychiatric social workers and clinical psychologists for limited psycho- 
therapy in the Mental Hygiene Clinics. The tendency has been to 
coordinate the efforts of all professional personnel especially through 
team relationships. 

Narcoanalysis and hypnosis can be used as adjunctive treatment 
in carefully selected cases. Narcosynthesis is not being used as widely 
as heretofore and a much more careful selection of cases for such ap- 
proach is being utilized. It can be used as a damper for discussion of 
material which calls forth overwhelming anxiety reaction and in cases 
where the subject cannot be hypnotized. Hypnosis, either with or 
without accompanying drug therapy, is receiving a renewed interest 
but is still being sporadically applied. Hypnosis seems to be particu- 
larly helpful in assisting the recall of forgotten material with catharsis, 
for catharsis of highly traumatic experiences, and for overcoming any 
general block which cannot be overcome by other methods. 
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Group therapy is still largely in the experimental stage. It seems 
quite probable that the research work in this field now being under- 
taken by Drs. Jerome Frank and Florence Powdermaker of the Central 
Office may be the deciding factor in establishing the necessary standards 
in group therapy. 

Due to the conditions under which electroshock and insulin shock 
therapy are best employed, these methods of approach are contraindi- 
cated for use in a clinic. It has been felt by the Central Office that 
there are not sufficient safeguards available in the Mental Hygiene 
Clinics for the protection of the patient in the undertaking of convul- 
sive therapy. Subinsulin shock therapy has not received wide applica- 
tion although in certain clinics its use has been attended by reported 
success. No definite policy has been formulated as yet with respect to 
the use of this type of therapy. 

The psychosomatic interest of the Mental Hygiene Clinic may 
best be preserved through the addition of an internist to the Staff, whose 
main function will be to act as liaison for the purpose of referring psy- 
chosomatic material from other outpatient medical activities to the 
clinic itself. He can circulate freely among medical outpatient clinics 
within the Regional Office, relate himself to the workers therein and 
secure cooperation in getting referrals to the Mental Hygiene Clinic. 
This may be in the nature of requests for observation and report only, 
but if the psychologic aspect of the case is the predominant feature, 
then direct transfer of the patient to the Mental Hygiene Clinic could 
be made. By such procedures, many of the patients in other specialty 
clinics may have the advantage of adjunctive psychotherapy. 

Neurologic and nursing services within Mental Hygiene Clinics 
must be considerably augmented during the coming year. Neurologic 
staffing does not need justification, for it must be a part of any well- 
rounded program. The use of a nurse in a Mental Hygiene Clinic 
has been questioned by some workers who have not had the opportunity 
of noting the contribution she can bring to the clinic. 


4. PERSONNEL RELATIONSHIPS AND BALANCES 


In any undertaking which involves the use of personnel trained 
in widely varying fields the question of team balance becomes impor- 
tant. Clinical objectives must be clearly understood by all partici- 
pating members of the staff so that the unity of purpose of the clinic 
can be preserved. This is a direct responsibility of the chief of the 
clinic and can best be met through repeated staff conferences. 

The conference of the clinic are organized into two groups. One 
is the combined staff conference around a case presentation. It is so 
arranged that the cases to be presented are not limited to a single 
discipline but focused upon a topic and the handling of such cases as a 
group, so that there are 6 to 8 cases centered on a single topic of: (1) 
disease entities; (2) aims and goals of therapy; (3) psychodynamics 
and clinical formulations; (4) psychotherapeutic technics. At the 
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end of this group of case presentations around a single topic, either 
the Chief Psychiatrist or his Assistant reviews the cases presented, and 
suggests the future management. 

In the second group are conferences that each discipline has and 
is more related to their separate functioning in the clinic setup. For 
instance, the psychologists have their own conferences on projective 
tests and their potentiality for determining treatability of a specific 
case. The social workers hold conferences about the intake process and 
their case work in the clinic. It is felt that both kinds of conferences 
give to each discipline their own identity but also make for a total 
clinic approach. 

Unless the various conferences indicated above are held, there 
may be poor coordination between the members of the staff which may 
lead to disintegrated functions. (The proportion of psychiatrists, 
social workers and psychologists to the case load is still in process of 
investigation. The point does not seem to be too important at present, 
because all clinics, whether Veterans Administration or otherwise, are 
in the position of accepting whatever highly trained personnel that are 
available without reference to team balances.) 

The so-called team approach involving the combined therapeutic 
efforts of the psychiatrist, the clinical psychologist and the social worker, 
respectively, has been deemed impractical by some professional field 
personnel. It is their belief that such procedure complicates the pa- 
tient-therapist relationship and may lead to conflicting objectives be- 
tween team members, and the loss of a considerable amount of clinical 
time. In short, the team approach at the level of the individual pa- 
tient is considered by a number of clinicians as not feasible. Further- 
more, the team itself has not been carefully delineated. Many work- 
ers consider that any one who contacts the patient becomes automatically 
a member of the team. The essence of the whole matter, it would 
seem to us, lies in the conferences of those of the staff who deal with the 
patient therapeutically. If such a group determines that a member 
of a particular discipline can best manage the case, then that therapist 
takes over. The team concept, however, holds that the case must not 
be isolated at that point, but that repeated conferences for purposes of 
assistance and orientation must take place at regular intervals. 


5, THE USE OF THE CLINIC AS A TEACHING AND TRAINING ORGANIZATION 


The programs of teaching and training undertaken by the clinics 
cannot be underestimated. They serve to bring to the clinic a high 
degree of professional excellence. Each member of the staff must of 
necessity prepare himself for the teaching requirements of the situation. 
The clinic in return receives the inquisitive, somewhat inexperienced 
help of physicians and other professional personnel in the treatment 
program. The clinic, through its training efforts, becomes related on 
the one hand through the Deans Committee to the university medical 
school and on the other hand to the practicing personnel in the com- 
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munity. This relationship of the Mental Hygiene Unit to the other 
medical activities within the community and to the organized medical 
work of the universities themselves is of such vital importance that 
every effort must be made to establish these contacts throughout the 
country. Interest in the work within the Veterans Administration will 
be promulgated, and proper training may make available professional 
personnel for placement in some of its key positions. 

Four to six psychiatric residents are assigned to the clinic at any 
one time for training in psychotherapy. They attend all the previously 
mentioned clinical conferences, and in addition receive further training 
as follows. They meet in seminar with one of the more experienced 
staff psychiatrists once each week. Special topics such as the technic 
of the interview, or specific psychosomatic illnesses are discussed. They 
are encouraged to make use of the pertinent literature and occasionally 
they may contribute abstracts of papers which are relevant to the 
specific topic under discussion. 

The nucleus of their training is their treatment activity, and this 
is tutorially supervised or controlled by the more experienced senior 
psychiatrists of the staff. For each five to ten hours devoted to psycho- 
therapy, a one-hour consultation is scheduled for each individual resi- 
dent. Since each one accumulates a case load of approximately 15 
patients with whom he spends about twenty-five hours each week, he 
meets with a consultant three times a week. Although it was anticipated 
that it might be both unwieldy and confusing to assign a single resi- 
dent to several “control” psychiatrists, it has been found entirely prac- 
tical that he distribute his case load with three consultants, each of 
whom advises on the same specific cases from week to week. This 
fairly elaborate scheme was deemed advisable so that psychotherapy, 
which is so individual an art, could be presented in the broadest pos- 
sible fashion. In the discussions, the technic of the interview is kept 
always in the foreground, but with it are considered actual therapeutic 
goals and specific technics of treatment. The resident is strongly en- 
couraged to be aware of his own attitude towards the patient and of the 
patient-therapist relationship, with its potent effect upon the treatment 
course. 

The social work students who are placed in the clinic for practical 
field work are primarily the responsibility of the social work super- 
visors. They are expected to attend all social work conferences and 
meet regularly with designated social work supervisors who discuss 
with them their clinical contacts. Upon the discretion of their social 
work supervisor they have the opportunity of conferring with the con- 
sultant psychiatrists who may advise them regarding case work. They 
are given assignments commensurate with their training and qualifica- 
tions. They participate in intake, the taking of anamneses, the formu- 
lation of case work goals, and finally in case work itself. In addition, 
supervised research projects are undertaken which form the basis of 
their thesis for their graduate degree in social work. 
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One of the means of enhancing the morale of the staff is to pro- 
vide personal satisfaction aside from the enjoyment derived from the 
daily routine of work. If members of the staff feel that they are 
growing in knowledge and developing their specific skills through 
lectures, conferences and discussions, they will be more content. If they 
are encouraged and stimulated to do investigative work with the knowl- 
edge that every opportunity for carrying on such research will be 
afforded, another factor towards high morale will be realized. 

With the general motivation of maintaining a high standard of 
work and the permeation of scientific curiosity, research projects will 
inevitably take root. Investigative work that relates inherently to the 
problems of the patients and has meaning in the function of the clinic 
has been encouraged. Certain projects may have to be correlated with 
the requirements of other institutions, e.g., the theses of social work 
students with their schools of social work and the theses of the psycholo- 
gists with their universities. 


6. LIAISON WITH THE COMMUNITY AND OTHER VETERANS 
ADMINISTRATION INSTALLATIONS 


Final assessment of the future place of the Veterans Administra- 
tion Mental Hygiene Clinic with respect to community and Adminis- 
tration needs, must be made on the basis of a philosophic understanding 


of the nature of the undertaking itself. The clinic relates itself to the 
medical needs of the community more intimately and directly than any 
other form of medical activity short of the practicing physician or the 
groups he has organized. The vast majority of the physical and men- 
tal ills of mankind are on an ambulatory level and such patients pri- 
marily feel the need of the clinic approach. Personality disorders of 
all stages of development may tend to remission or regression so that 
the patient must return to the clinic at irregular intervals, if only to 
secure advice and assurance. Others requiring prolonged outpatient 
care are thereby kept from hospitalization. Finally, the scope of 
clinic activity is being constantly enlarged through legislative enact- 
ment, scientific discovery, and improved technics made available by in- 
tensive personnel training programs. The qualifications for staff mem- 
bers are constantly being improved as one may readily observe by com- 
parison of procedures of only a decade ago with present day regimens. 
Thus, the Mental Hygiene Clinic becomes an outpost of the hospital, 
a liaison mechanism whereby the community is enabled to carry on with- 
out recourse to abandonment of work and other daily responsibilities. 
As such, the clinic has an enduring place in the medical field which is 
just beginning to be recognized as a national resource. 
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INTRODUCTION 

The Los Angeles Mental Hygiene Clinic of the Veterans Admin- 
istration saw its first patient on June 26, 1945, as the first outpatient 
clinic of its kind in the Veterans Administration. Since its establishment, 
many other clinics in other cities have been opened. This clinic serves 
the Los Angeles Regional area for the treatment on an outpatient basis 
of veterans suffering from service-connected neuropsychiatric disabili- 
ties. The aim of the Clinic has always been to make available psycho- 
therapy to those veterans with neuropsychiatric problems as early in 
the disease process as possible, while some form of anxiety is still present 
and before armoring defenses and symptoms, as well as secondary 
gains, have been too firmly entrenched to be amenable to brief psycho- 
therapy. Various forms of contact and publicity have been employed 
for the purpose of informing eligible veterans of the facilities available 
to them and to encourage their coming for assistance at hours that were 
most convenient for them, as for instance, evening clinics. 

Our therapeutic goals differ from patient to patient. In general, 
the goal is to assist the individual through psychotherapy to make 
those vocational and environmental manipulations which would help 
him to achieve a degree of personal, social and economic adjustments 
to the fullest capacity of his ego strength. It is also intended to avoid, 
insofar as possible, the hospitalization of prepsychotic and psychotic 
patients, as well as to prevent further hospitalizations of such patients 
who have been recently discharged from neuropsychiatric hospitals. 

Therapeutic methods for the most part have been eclectic, psy- 
chotherapy, psychiatric case work and group therapy. The use of 
various forms of narcoanalysis and hypnoanalysis, although more ex- 
tensive in the early days of the clinic, has tended to taper off. All 
cases are discussed in consultation with other therapists. Symptomatic 
relief is considered only as ancillary to the basic readjustment of habit- 
ual mechanisms of handling personal and social problems. 

Diagnostic and therapeutic functions are performed by an inte- 


*Published with permission of the Chief Medical Director, Department of 
Medicine and Surgery, Veterans Administration, who assumes no responsibility for 
the opinions expressed or conclusions drawn by the authors. 
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grated staff of well-trained psychiatrists, psychologists and psychiatric 
social workers. The actual team approach is not a general one. There 
are specialized activities assigned to each group and discipline in view 
of their specialized skills and training. Psychiatrists perform physical 
and neurologic examinations, direct group therapy and treat the more 
serious cases. The psychologists administer and interpret diagnostic 
tests which are generally of the projective type, while the psychiatric 
social workers handle all intake interviews and treat the wives of those 
veterans for whom the marital relationship is a central problem. 
Therapy is the keynote of the clinic, with all of the above-mentioned 
items as secondary. The patient is always individualized and tests and 
history are not taken in every case. Psychiatric residents serve a four 
months period at the clinic. Psychiatric social work students and psy- 
chology interns have been in training at the clinic while completing 
their educational requirements at local universities. 

The clinic program involves intensive training of all staff members 
in the latest therapeutic and diagnostic methodology. This training 
occurs in the form of staffing of cases, theoretic seminars, conferences 
on technics among the specialized staff groups, training, supervision of 
interns and frequent consultation by therapists with psychiatrists. 

Referrals to the clinic are from various Veterans Administration 
and community psychiatric and welfare organizations, local educational 
institutions and private practitioners. Patients are given appointments 


by the receptionist for intake interviews with psychiatric social workers. 


Initial interviews are designed to clarify the nature of the patients’ 


problems, to evaluate the personality dynamics and to determine ac- 
ceptability for treatment. Since the initial interview is the patient’s 
first contact with professional personnel at the clinic, this interview 
is made an integral part of the therapeutic program. Serious problems 
are seen initially by a psychiatrist who is in a position to administer 
sedation, and advise about hospitalization if this proves necessary. The 
Chief Psychiatrist is responsible for the assignment of cases to thera- 
pists. 

The clinic functions in close cooperation with other Veterans 
Administration departments and other social work agencies and insti- 
tutions for the solution of problems of the individual patient and in 
the preparation and education of the community in matters of mental 
hygiene. A large proportion of the staff members are members of the 
teaching faculties at local universities and also serve on the boards of 
various community welfare organizations. They are called frequently 
to deliver addresses or participate in round-tables and consultations 
on community mental hygiene problems. 

Data have been compiled for the first year of the clinic’s activity.’ 
This article deals with the clinic’s activity during its second year and 
compares its work with that of the first year. An attempt has been 
made to analyze these data so that they may add to the information 
concerning postwar adjustment of veterans and to point out the magni- 
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tude of the mental hygiene problem which faces this and other com- 
munities. 
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In the year July 1946 to July 1947 there was an increase of about 
70 per cent in intake of new patients. The actual number of intake 
for 1945 to 1946 was 553, and for 1946 to 1947 was 921 plus 92 
reopened cases, making a total of 1,013. Monthly intake for the year 
1946 to 1947 showed marked fluctuation, with an average for the 
year of 85, contrasted with 46 per month for the previous year. The 
marked rise during October 1946, which reached an intake of 124, 
was primarily due to the acceptance of patients who showed only prima 
facie eligibility (claims pending). It was felt that the load on the clinic 
would be too great to warrant continuation of this procedure since a 
large proportion of these patients proved later to be ineligible for 
treatment. 

The total case load carried monthly during the year 1946 to 
1947 rose from 269 in July 1946, to 453 in June of 1947, representing 
an increase of 72 per cent. 


DIAGNOSTIC DISTRIBUTION 


While the general trend showed a slight decrease in the propor- 
tion of patients with diagnosis of psychoneurosis, the proportion of 
patients with diagnosis of psychosis nearly doubled. The percentage 
of psychotics increased from 9 per cent for the first year to 17 per cent 
for the second year. The higher proportion of psychoses in the clinic 
population may be due to the greater length of the disease process, 
further coordinated services with the neuropsychiatric hospitals and 
prolonged stresses of social adjustment. 

It should be noted that both of these percentages refer to greater 
absolute numbers, hence indicate that both groups are coming in larger 
numbers. It also means that the rate of increase of intake is becoming 
greater for psychotics than for neurotics. The category of psychopaths 
showed a marked drop from 13 per cent to 5 per cent. Other cate- 
gories showed little significant change. 

While data regarding the relative incidence of the various NP 
disorders in the armed forces were not available, the two Army NP 
discharge figures” in the third column of Table 1 indicate pretty clearly 
that the neurotics and psychotics are more inclined to seek therapy than 
are other diagnostic groups, some of which are obviously incapacitated 
and hospitalized or else ineligible for treatment. A few diagnostic 
categories show marked differences from year to year. 

A decrease is evident in the proportion of anxiety hysterics who 
formerly comprised the second largest diagnostic group. Comparable 
data from the first and second halves of the first year revealed the 
same trend, indicating that this decrease extends beyond the past year. 
Psychasthenics (obsessive-compulsives and phobics) and psychopaths 
also became less prevalent in the clinic population. Increased propor- 
tions were contributed by reactive depressions, mixed psychoneuroses, 
manic-depressive-depressed, paranoid schizophrenics and posttraumatic 
cerebral conditions. 
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Table 1.—Diagnostic Distribution 


46-47 45-46 Army N.P. 
Discharges 
(Approx.) 
Psychoneuroses 
Hysteria 
Anxiety Hysteria 
Neurasthenia 
Anxiety State 
Hypochondriasis 
Reactive Depression 
Mixed Psychoneurosis 
Conversion Hysteria, Anesthetic Type 
Conversion Hysteria, Paralytic Type 
Conversion Hysteria, Hyperkinetic Type 
Conversion Hysteria, Paresthetic Type 
Conversion Hysteria, Autonomic Type 
Conversion Hysteria, Amnesic Type —--..--.-...-.---- ie 
Conversion Hysteria, Mixed Type 
Psychasthenia, Obsession -.. 
Psychasthenia, Compulsive Tics and Spasms 
Psychasthenia, Phobia 
Psychasthenia, Mixed Compulsive States... 
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Psychopathic Personality 
With Pathologic Sexuality 
With Pathologic Emotionality 
With Asocial or Amoral Trends - 
Mixed Type ---..-.-----..- 


Primary Behavior Disorders 
Simple Adult Maladjustment 


Diagnosis Undetermined 


Psychoses 
Manic-Depressive, Manic Type -.........-..--.--.--.--..-. 
Manic-Depressive, Depressive Type -...........-.-..- 
Manic-Depressive, Mixed Type -............-..--..-...-------. 
Dementia Praecox, Simple Type 
Dementia Praecox, Hebephrenic Type 
Dementia Praecox, Catatonic Type 
Dementia Praecox, Paranoid Type 
Dementia Praecox, Mixed _ 
Involutional Psychosis —....... 
Paranoid Conditions - 
Posttraumatic Cerebral Conditions 


Undiagnosed Psychoses ... 


‘Without Psychoses 
Mental Deficiency -. 
Alcoholism 
Drug Addiction sid beats caine 
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DIAGNOSTIC AND TREATMENT SERVICES 


A number of patients who visited the clinic did not receive treat- 
ment. This group was seen for diagnostic evaluation only. The 
diagnostic cases include persons: (a) not eligible for treatment; (b) 
not willing to enter treatment or unable to make arrangements; (c) 
seeking other than psychotherapeutic services; (d) referred to hospital 
facilities; (e) referred to the clinic for diagnostic advice and consulta- 
tion by other organizations; (f) referred by the clinic to other com- 
munity or other Veterans Administration facilities. Of the total intake 
for the second year, 38.7 per cent are such diagnostic cases. 


Table 2.—Status of Patient Intake 


1946 — 1947 1945 — 1946 
Neurotic | Psychotic _ | Total 
Diagnostic =| 32.7 63.1 | 21.6 
Treatment _ 67. _. 36.9 ‘ 78.4 
Open =| Sid 24 35.1 
Closed 57.9 y 64.9 





























The proportion of psychotics in this group is double that of the 


neurotics, indicating that a smaller proportion of psychotic than of 
neurotic intake actually entered therapy. While diagnostic services 
increased from the first to the second year, the function of the clinic 
has remained therapeutic and 61.3 per cent of the cases entered therapy. 
Of the treatment group one-half of the patients concluded treatment 
during the same year and the other half remained in treatment during 
the next administrative period. It would appear that patients tended 
to remain longer in therapy this year than in the previous year, because 
at the end of the year a larger proportion of the treatment cases were 
still receiving therapy. These data and the increased proportion of 
psychotics tend to confirm clinical impressions of the staff that the 
present group of patients present more serious problems than in the 
past, and have received more intensive therapy. All data which fol- 
low, excepting those referring to therapeutic results, are based upon 
analysis of the total treatment group whether open or closed at the 
end of the year. 
AGE 


Although the age distribution this year as well as last year covered 
a wide range, there is a larger percentage of older individuals this 
year when compared with the previous year, as showed in Table 3. 
Increase was particularly evident in the 25 to 29 year old age group, 
which increased from 26 per cent in last year’s group to 32 per cent 
in this year’s group, whereas the patients under 25 diminished from 
last year’s 39 per cent to this year’s 34 per cent. 
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The fact that the proportion of individuals over 30 remained 
about the same indicates that the change in the 25 to 29 year age group 
is not due merely to the passing of a year from the last report since this 
would have affected all veterans and it would have resulted in a shift at 
all ages. It suggests that the increase in the middle group may be due 
in part to their difficulty in adjusting to marital, occupational and edu- 


Table 3.—A ge Distribution of Patients 


1946 — _ 1947 | 1945 — 1946 
Neurotic Psychotic Neurotic Psychotic 
Under 20 2.1 5 Be 4.6 
20 - 24 30.3 37.9 26.2 48.8 
25 - 29 33.4 24.6 35.5 9.4 
30 - 34 19.2 13.6 25.5 pe 
35 and over 15.0 20.7 14.1 13.9 


























cational situations as onset factors because they are the age group who 
spent in service the period of life when the majority of individuals 
make the adjustment from the school situation to an occupation and 
to marriage. 

It is noted that 41 per cent of the psychotics fall in the group up 
through 24 years of age, whereas only 32 per cent of the psychoneurotic 
group fall in this youngest group. It thus appears that the psychotic 
veteran, because of more severe emotional distress, comes for treatment 
or is referred at an earlier age than the veteran with psychoneurotic 
difficulties. When the data are grouped to show the percentage of pa- 
tients in both groups who are below 30, they reveal that two-thirds of 
each group are below 30 years of age. Thus, although the psychotic 
group as a whole is younger than the neurotic group, approximately 
two-thirds of the veterans seeking help at the clinic are below 30. 


SEX 


The data indicate a smaller proportion of female patients (4.9 per 
cent) this year as compared to last year (9.5 per cent). It seems prob- 
able that marriage provides women with an opportunity for security 
and avoidance of some of the postwar stresses of an occupational nature. 


MARITAL STATUS 


It is noted that considerably fewer of the psychotics than of the 
psychoneurotics have married. Approximately 38 per cent of the psy- 
chotic group have been married, whereas in the psychoneurotic group, 
approximately 55 per cent have been married. However, there is a 
higher proportion of marital failures among psychotics than among 
neurotics. Detailed examination of the statistics of patients who have 
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married reveals that the psychotic group shows a higher incidence of 
divorces and other marital disturbances, such as being separated and 
widowed. (Table 4). The percentages of marital breakdown of those 
who have married are 33 per cent for the psychotics and 19 per cent for 
the psychoneurotics. It should be recalled at this point that the psy- 
chotic group as a whole is younger than the neurotic group. 


Table 4.—Marital Status of Clinic and Army Population 





| Neurotic | Psychotic | Army NP | Total Army | Total U.S. 
_ FRESE 45.1 61.8 634 | 59.9 | 33.2 
a 44.4 | 38.0 | 61.2 
Widowed . ‘ | 0.2 4.3 
| ae . : s 1.4 1.3 
Separated | 0.5 Se 
Two or more mar- | 

riages pemechate 13.9 

















In comparison with army statistics it is evident that the clinic pop- 
ulation has suffered more marital discord than the total army group, 
and even than the neuropsychiatric discharge group.* The compara- 
tively high prevalence of marital break-up in the clinic population may 
be one factor for their seeking therapy. Divorce rates are much higher 
in the clinic group than in the 1940 census figures for males over 15. 
There is ample evidence that marital conflicts have proved precipitating 
factors of breakdown for a number of our patients, at least insofar as 
their seeking assistance is concerned. In addition, the neurotics show 
a higher proportion of repeated marriages than the psychotics do. 
While the psychotics are less likely to marry than are the -neurotics, 
the psychotics who do marry tend to have a larger number of children 


from their marriages. 
NATIVITY 


In general it can be said that the clinic population is native to the 
United States. Only 5 per cent were born out of the United States. 
Ninety per cent are white, about 9 per cent Negro and 1 per cent are of 
other racial stocks. 

MARITAL STATUS OF PARENTS 

The proportion of divorced parents in the psychotic group is 
about the same as that in the neurotic group, but there is a distinctly 
greater tendency for psychotics to come from homes broken by the 
death of one or more of the parents (Table 5). Also, a smaller pro- 
portion of psychotics than of neurotics have parents who are still living 
together. 

EDUCATION 


The educational level of the neurotic groups tends to be higher 
than that of the psychotic group. However, a large proportion of psy- 
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Table 5.—Marital Status of Parents 
1946 — 1947 








Neurotic | Psychotic Total 

ae 44.2 35.5 42.4 

Widowed 28.4 38.3 30.4 
PREIS 10.3 8.7 10.0 
Separated 8.0 | 7.8 8.0 
Deceased 9.1 | Fa 9.2 














chotics have had some college work. In comparison with the previous 
year, there is a higher proportion of patients with some college work. 
This may be purely a result of the lapse of time and opportunity under 
P.L. 16 and 346. 


Table 6.—Educational Level of Patients and Army Population 


s 1946 — 1947 
Neurotic Psychotic 








= | ic | Total 
Grades 1-8 , 10.6 | 16.6 | 11.5 
Grades 9-12 a 57.6 64.2 58.7 
Grades 13 and over____| 31.8 ;4 19.2 | 29.8 














1945— 1946| NP—(Army) 
Neurotic | ~ Disch. Total 
Cate 1-3 11.8 | 43.4 30.9 
Grades 9-12 —.__....._ 63.2 45.1 53.2 
Grades 13 and over 25.0 | 11.5 15.9 

















+ 





It is clear in Table 6 that both neurotics and psychotics in the Clinic 
population are superior educationally to the total army population of 
which the neuropsychiatric dischargees were distinctly below average 
educationally. Furthermore, it seems that clinic patients represent the 
most highly educated neuropsychiatric dischargees even before any 
government sponsored education they may have received. 


BRANCH OF SERVICE 


The branches of service were represented in approximately the 
same proportion as during the previous year, with a little over 70 per 
cent of the patients having been in the Army, about 22 per cent in the 
Navy and the remainder in the other branches. Comparison with sta- 
tistics in a recent article* reveals that there is a larger proportion of 
Navy veterans than would be expected in terms of neuropsychiatric 
discharge rates. Correspondingly, there is a smaller proportion from 
the Army than should be expected. 
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MILITARY RANK 


Another cue to the caliber of men who seek help in the Clinic is a 
study of their military rank. Table 7 compares the distribution of mili- 
tary rank for our patients with that of Army population. While the 
noncommissioned officers of the total Army population showed mark- 
edly less tendency to suffer neuropsychiatric disabilities than the lower 
enlisted grades, they constitute a disproportionately large group of the 
clinic population. 


Table 7.—Military Rank in Clinic and Army Population 


1946 — 1947 
Neurotic Psychotic | Total 
Pyt - Abs___. : 18.0 26.0 | 19.3 
Pee + Sac... : 23.7 20.2 23.2 
| ere 18.6 23.4 19.4 
eee = Fars... 31.2 26.3 31.0 
ae 8.5 4.1 73 


1945 — 1946 


























N.P. | 
Neurotic Dischargees | Total Army 
Pvt - Abs 3 21.3 70.2 40.2 
Pfc - S2c nied 24.8 13.9 21.0 
Cpl - Sic wi 21.3 9.0 18.3 
Sgts - PO’s . 32.6 6.9 20.5 
Officers 0.0 ; if 




















Thus it would appear that those neuropsychiatric dischargees with the 
highest military attainments tend to seek psychiatric assistance. This 
point agrees with the educational evidence and suggests that intellec- 
tually and educationally superior individuals are more aware of, or 
ready to take advantage of, psychiatric treatment. Further evidence 
for this hypothesis is met in the distribution of scores on the Wechsler- 
Bellevue Intelligence Tests administered to clinic patients. The range 
is well over the average range for the total population. 


LENGTH OF MILITARY SERVICE 


The length of time in service shows interesting variation. As 
might have been expected, the distribution of the psychoneurotic group 
is negatively skewed, with the highest frequency at approximately three 
year’s service. In the psychotic group, on the other hand, the curve is 
bimodal, indicating that the individual either broke down relatively 
early, or was able to remain in service for a relatively long time. 
Table 8 shows that approximately one-quarter of the psychotics were 
in service less than a year, but that if they survived the first year, they 
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were likely to be in service between three and four years. Of the group 
that is in treatment this year, about 15 per cent were in service for less 
than a year, whereas in the group that was seen in the clinic last year, 
about 28 per cent or double the proportion were in service less than a 
year. It would thus appear that a larger proportion of the Clinic popu- 
lation this year were able to make a satisfactory adjustment to service. 
This is further verified by comparing the balance of the table which 
reveals that this year’s group was able to remain in service longer than 
last year’s group. 


Table 8.—Length of Military Service 
1946 — 1947 | 1945 — 1946 


Months Neurotic | Psychotic | Total _ ||(Approximation) 
0-11 12.2 | 25.0 14.8 28.3 














21.2 
25.6 
pn 


12 - 23 17.2 8.8 15.6 
24 - 35 28.8 29.4 28.9 
36 - 47 28.8 | 23.6 27.7 
48 and over 13.0 13.2 13.0 








LENGTH OF TIME SINCE DISCHARGE 


The length of time since discharge shows a variation which seems 
related to the ability to remain in service. Thus, in the psychoneurotic 
group there is an even distribution of the patients coming for treatment 
for each of the first three years from the date of discharge and then a 
marked drop. In the psychotic group, one-third of the group appeared 
within the first year after discharge. The intake for psychotics out of 
service between one and two years is considerably lower, and then 
again, the group that had been out for two to three years shows a large 
representation. Of the veterans who were discharged four or more 
years ago, the psychotics have a larger proportion in treatment than the 
neurotics. This may be a result of the fact, previously noted, that psy- 
chotics were more likely to be discharged earlier in their military 
careers than neurotics. 


Table 9.—Length of Time Between Discharge and Clinic Intake 


1946 — 1947 | 1945 — 1946 
Months Neurotic | Psychotic | Total Total 

0 - 11 30.7 32.1 31.0 54.3 
if = 2 31.1 16.0 28.1 | 27.7 
24 - 35 29.4 30.2 29.5 

36 - 47 5.1 9.4 6.0 

48 and over 3.7 12.3 5.4 
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Only one-third of the psychotics sought treatment during the early 
phase of their postdischarge life. The others sought to attain some 
degree of adjustment, either by themselves or through other agencies. 
Furthermore, clinic facilities were not established at the time when 
some of them received their discharges. Psychotics who were dis- 
charged some time before the end of the war appear to have delayed 
in seeking therapy. Psychotics who did not seek treatment during their 
first year as veterans, tended to defer treatment for a longer time. 


FOREIGN SERVICE 


Approximately 46 per cent of this year’s patients were in combat. 
This is considerably higher than the proportion last year (31 per cent), 
although the proportion who were in foreign service remained approxi- 
mately the same. This seems to confirm further the statement under 
“Length of Military Service” that the second year clinic group were 
able to make a better adjustment to service. There was a smaller 
proportion of psychotics than neurotics who saw foreign service and 
combat. 

OCCUPATIONAL HISTORY 


The vast majority of the clinic population were employed or stu- 
dents at the time of induction, with a slightly higher employment rate 
among neurotics than among psychotics (Table 10). However, the 
employment rate for the clinic population is poorer than for the Army 
neuropsychiatric discharge group. A smaller proportion of this year’s 
patients than of the Army neuropsychiatric group were employed or 
students at induction. Similarly, a smaller proportion have been 
gainfully employed or enrolled in school since discharge. 


Table 10.—Pre-Induction and Postdischarge Occupational Histories 














Before Induction Since Discharge 
Occupied Unemployed Occupied Unemployed 








Clinic 1946—1947 
Neurotics ones 83.4 16.6 64.3 35.7 
Psychotics _...... 80.0 20.0 43.1 56.9 

Total -. 82.8 17.2 61.6 38.4 

Clinic 1945—1946 
Neurotics 87.4 12.6 66.9 33.1 
Psychotics — 80.0 20.0 50.0 50.0 

Total _. ze 86.5 13.5 64.9 35.1 

Army NP Discharges 96.2 3.8 86.9 13.1 

















A comparison of the occupational status of this year’s patient group 
before induction and after discharge, reveals a rather startling differ- 
ence. Before induction, over 80 per cent of the group was employed or 
in school, whereas after discharge, despite the advantage of educational 
and on-the-job training opportunity, less than 65 per cent were so em- 
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ployed. This fact stands out in striking contrast to the evidence that the 
clinic population represents an intellectually and educationally superior 
group. It would thus appear that the intervening period of service in 
some way had a marked detrimental effect on the clinic population for 
1946-1947. It thus may be ventured that although the clinic popula- 
tion is a superior group, because of their emotional problems, especially 
among the psychotics, they have been less able to obtain employment 
or to adjust to school, and to function adequately at the educational 
or occupational level for which their capacities and/or training fit them. 
It is noted that the second year population, especially the neurotics, 
have a larger proportion unoccupied than the previous year’s group, 
despite the fact that a longer period of time since discharge has elapsed. 
These facts seem to confirm further the previously discussed hypothesis 
that the postwar adjustment of the second year group points to their 
being more seriously maladjusted than the first year’s group. 

Attempts at occupational classification are difficult and are in- 
evitably arbitrary. The classification employed here was based on the 
nature of the operations performed. 

Comparison of the preservice occupations of the two groups re- 
vealed that among the psychoneurotics, the most frequently occurring 
occupational group is that of tool-user, which includes construction and 
repair work (19.9 per cent), with the clerical-computational group a 
close second (15.7 per cent). In the psychotic group, the highest cate- 
gory was that of agricultural work (19.8 per cent), with other frequent 
categories being tool-user (14.8 per cent), clerical (10 per cent) and 
domestic services (7.2 per cent). It is noted that the agricultural group 
in the psychotics is as common as the highest group in the neurotics and 
that the agricultural group in the neurotics is only 8.2 per cent. The 
fact that the neurotic group appears to include a higher proportion of 
skilled or trained persons is in accord with the findings on educational 
level and military rank. There is a marked trend for only a small pro- 
portion, comparatively, to return to their pre-induction occupations. 
Approximately one-third of the previously employed neurotic group 
returned to their pre-induction occupation, and approximately one- 
quarter of the psychotic group. 


NEUROPSYCHIATRIC HISTORY 


For all groups, the proportion who had one or more psychiatric 
consultations prior to service is below 10 per cent, but a slightly higher 
proportion of the psychotics than the neurotics had such contacts. 


THERAPEUTIC RESULTS 


In evaluating the results of therapy many difficulties arise in the 
matter of definition and organization of data which tend to distort 
statistical results and preclude comparability with data presented by 
other therapeutic agencies. The clinic data for the past year are pre- 
sented for the 241 cases who were closed during the report year by 
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mutual consent between patient and therapist. Patients who left ther- 
apy without agreement with the therapist and who did not inform the 
therapist of their intentions are not included, even though in the ma- 
jority of cases some improvement was noted. Patients who were held 
over from one year to the other, and are now in treatment, are not 
included in the data. 


Table 11.—Results of Therapy in Cases Who Completed Treatment 




















1946 — 1947 1945—1946 
Neurotic | Psychotic Total Total 
Recovered _........ 3.3 | 0.0 2.5 3.3 
Improved —____.. 75.7 45.4 69.1 50.6 
Maximum Benefit -... 15.7 | 45.4 22.5 32.9 
Unimproved __...... 5.3 9.2 5.9 13.2 





Table 11 shows the therapeutic results for the two years separ- 
ately. The term recovered as used here, implies extensive character 
refofmation and thus presupposes extended therapeutic attention. Since 
the therapeutic goal of the clinic is limited, the proportion of cases in 
whom extensive personality changes are sought is small. Therapists’ 
reports indicate that 3.3 per cent of the neurotics and none of the psy- 
chotics accomplished such changes. The category improved indicates 
accomplishment of a more satisfactory social, personal and economic 
adjustment than at the beginning of therapy. Such an adjustment is 
the aim of therapy in the clinic. In view of the limited goals of therapy 
here, it is not surprising that nearly twice as many neurotics as psy- 
chotics reached this degree of adjustment. Patients discharged under 
the category of maximum benefit showed some progress during ther- 
apy. Because of the limiting factors of channelized defenses, defective 
character development and other deep-seated psychologic disturbances, 
these patients were unable to achieve sufficient adjustment to be labeled 
improved. They had gone as far on the road to readjustment as their 
ego capacities would possibly allow them. In this group, of course, 
psychotics are more heavily represented than neurotics. Among the 
neurotics would be classified, for example, rigid compulsive character 
development. Unimproved patients in whom no reliable indications 
of progress were noted, comprised a small proportion of the popula- 
tion, 9.2 per cent of the psychotics and 5.3 per cent of the neurotics. 
Thus it is evident that 94 per cent of the patients who completed ther- 
apy were benefited by it. 

A comparison of the therapeutic results for the past two years indi- 
cates an increase in effectiveness of therapy. This increase is especially 
notable in that the proportion of psychotics in the clinic population in- 
creased considerably. There appear to have been trends toward longer- 
term therapy and somewhat more widespread personality changes than 
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formerly. Much of this improvement may be attributed to the inten- 
sive training, collaboration, and consultation among the staff which 
have been conducive to improvement in the skill of the therapists. 


DISCUSSION 


Consideration of the total data reveals two trends which merit 
further discussion. The first deals with the factors important in the 
maladjustment of the clinic patients. The second is concerned with 
the fact that there seems to be a distinct factor outside of need for psy- 
chiatric care, which operates in the motivation to come for treatment. 

In considering the factors involved in the psychologic illness of 
the clinic patients, the developmental milieu appears to be an impor- 
tant etiologic factor in the incidence and severity of the neuropsychi- 
atric disorder. While no adequate sample of the population has ever 
been polled for family background data, it has generally been assumed 
that broken homes are important predisposing events in emotional dis- 
order. This assumption appears to be borne out by clinic data. Pa- 
tients’ personal histories reveal suggestions of traumatic circumstances 
which are related to the occurrence and the severity of the emotional 
difficulty. There is a high incidence of homes broken by parental in- 
compatibility, divorce and death. While comparison figures are lack- 
ing, the fact that parental death is associated with more severe condi- 
tions (50 per cent of the psychotics have lost one or more parents by 
death) to a greater extent than with conditions of lesser severity, sug- 
gests this factor as of some causal importance. 

It has also been assumed by some writers that the “only child” 
suffers more severe emotional blows than children who grow up with 
numerous siblings. This assumption is not supported by these data 
for the clinic population. The clinic patients tend to come from large 
families. The proportion of patients coming from families of 5 or 
more children is four times the proportion found in the country as a 
whole and the proportion of “only children” is about one-third that of 
the total population. Hence, it would seem that large families are 
more frequently associated with psychiatric ills than small ones. This 
observation is in keeping with the fact that there is a higher reproduc- 
tive rate among economic classes which are unable to gratify physical 
and social needs, to obtain adequate medical attention, and to satisfy 
educational and occupational desires. In this connection, it should be 
noted that psychotics who marry, tend to produce larger numbers of 
children than neurotics do, and are obviously less able to provide ade- 
quate emotional and economic stability for their families. The life- 
span in these groups is shorter and homes are more apt to be broken 
by parental death. It is these groups who need most the aid that com- 
munity welfare and mental hygiene organizations can furnish. 

The clinic population, despite these predisposing factors, have 
served creditably in the armed forces and appear to have suffered 
emotional trauma as a result of their war experiences. Most of them 
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had effected some sort of occupational adjustment before induction. 
A smaller proportion, however, were able to reestablish themselves 
after discharge and were less able to work than the total army group. 
The long period of delay between discharge and treatment and the 
poorer postwar occupational record, especially among psychotics, points 
to inadequate civilian readjustment. Yet, during the war, this group 
was able to maintain itself especially well. Their military ranks were 
higher than those of the total army population and they were able to 
remain in service for a long time. One-half were able to perform some 
combat duties and two-thirds served overseas. Clearly, something 
must have happened to their capacity for adjustment in the interim. 
While these facts are indicative of military adjustment, they also point 
to reasons for emotional breakdown and inferior postwar adjustment. 

Although no specific causes can be established, it is possible to 
postulate hypotheses to explain the breakdown of these veterans. The 
immediate effects of the stresses and deprivations of combat need no 
elaboration, and it is desirable throughout this discussion to remain 
aware of the fact that a large number of patients suffering from trau- 
matic war neuroses were essentially normal before induction. The 
psychologic repercussions of extended foreign service are more subtle. 
It is believed that in many cases, long separation from families en- 
gendered anxiety and fairly often led to dissolution of marriages that 
might otherwise have been successful. Rotation of personnel in some 
theaters of warfare was inadequate and large numbers of men were 
away from their families from two to four years. It seems probable 
that such a long sustained isolation in a restricted, arbitrary and alien 
environment is apt to produce serious undermining of attitudes, values, 
psychologic defenses and interpersonal ties of many types of personali- 
ties who are not neurotic and who are capable of adequate adjustment 
under normal circumstances. In terms of the uprooting of individuals 
and their alienation from community life resulting in breakdowns of 
family structure, the practice of extended tours of foreign duty may be 
more costly than any military benefit that might be derived from it. 

Consideration must also be given to the fact that some of the clinic 
patients enlisted as a means of escane, and that for them the armed 
forces were a temporary haven in which the feeling of group-member- 
ship and dependency-satisfaction were conducive to better adjustment 
than could be maintained in the competitive, adult world. During the 
war many men were able to mobilize their resources for the achievement 
of a common goal with groups with whom they identified. At the end of 
war, the war-channelized tensions were replaced by aimless waiting 
for discharge. Many had no specific objective; the future became 
unstructured and open for uninformed speculation about home, fami- 
lies, jobs and education. For some men, discharge and civilian life 
may have been the factor which upset a precarious adjustment. 

The second trend within the study which has been chosen for 
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discussion centers around the selective factor which brings patients to 
the clinic and the problem of availability of psychiatric facilities. 

The clinic population represents a self-selected group who are 
clearly not representative of the Army neuropsychiatric group as a 
whole. Those who have sought treatment here were superior to the 
general army population in education and in military attainment. Those 
veterans with evidence of the highest intellectual achievements have 
come to the clinic for treatment. While the incidence of neuropsy- 
chiatric disorders in the Army was found to be inversely related to 
rank, there is a tendency for those with the highest ranks to seek thera- 
py. Similarly, the best educated groups showed the lowest incidence 
of emotional breakdown in the army. 

Although the poorly educated groups show the highest incidence 
of disorder they are least apt to seek treatment. While grade school 
veterans show four times the incidence of neuropsychiatric discharges 
from the Army compared with men with some college education, over 
twice as many of the latter group have come for treatment. These 
figures may be taken as an indication that college men are ten times 
as willing or prepared to seek treatment as grade school men are. 
Among the highly educated groups, the stigma of psychiatric disorder 
appears to be waning, partly as a result of greater understanding of 
these problems obtained from formal education, partly because of 
their tendency to read popular and scientific publications and thus to be 
influenced by the postwar emphasis on mental hygiene, and partly be- 
cause of the values of their cultural subgroup. At lower educational 
and economic levels emotional disorder appears to be more conducive 
to social ostracism. Recent trends in public understanding are slow to 
penetrate to this group whose reading habits and other contacts with 
scientific knowledge are limited. Thus, realistic and concentrated effort 
is needed to establish contact with this stratum of the community which 
contributes the largest proportion of neuropsychiatric disorders for the 
purpose of familiarizing them with the nonevaluative and constructive 
attitude to mental disease which is becoming prevalent and to persuade 
them to use the facilities that are available to them. 

Study of the data and practical functioning indicate clearly that 
existing community facilities are not adequate in number to deal with 
the large scale problem which exists. Thus, despite the increase in the 
staff of this clinic, the patient load continues to increase beyond the 
capacity of the staff to handle it. The enormous migration of veterans 
to this area has undoubtedly added to the burden here. But this is 
by no means exclusively a Veterans Administration problem, for many 
veterans who suffer from neuropsychiatric disabilities are not legally 
eligible for assistance in this clinic, and local facilities are unable to 
adequately absorb this group. One-half million men were discharged 
from the Army alone for neuropsychiatric disorders. The number of 
men with such disabilities who are ineligible is unknown. Yet, their 
problems are equally important to the community. When it is con- 
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sidered that the armed forces consisted of carefully screened personnel 
and that nearly two million men were rejected at induction stations 
for neuropsychiatric reasons, the magnitude of the mental hygiene 
problem can be seen as an enormous one, for which the community 
must undertake to provide the necessary psychiatric facilities. 
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THE PSYCHOPATH AND THE PSYCHONEUROTIC IN 
RELATION TO DELINQUENCY AND CRIME* 


Witus H. McCann, Px.D. 
Clinical Psychologist 
State Hospital No, 2, St. Joseph, Mo. 


For some time it has been the fashion to classify people into vari- 
ous types. Among the best known formal classifications are Kretsch- 
mer’s pyknic, asthenic, athletic and leptosome or dysplastic types; 
Jung’s introvert and extravert types; and, more recently, Sheldon’s 
endomorph, mesomorph and ectomorph types. Informal popular 
classifications are infinite in number and variety. These consist of 
such types as the intellectual type, the emotional type, the friendly 
type, the cold type, the liberal type, the stingy type and so on. 

The criminal type is a classification coming somewhere between 
the formal and the informal popular classifications. Lombroso was 
convinced that there is a criminal type, and through his extensive re- 
search and writing on the subject came near to establishing it as a 
formally accepted classification. Due to his faulty research procedures, 
however, his work fell into scientific disrepute, and his conclusions were 
rejected by other scientists. Nevertheless, his arguments continue 
to have a tremendous influence on the popular conception of the crimi- 
nal, and even today the belief in a criminal type appears to be generally 
accepted outside scientific circles. Perhaps this is because it is com- 
forting to think of the criminal as a person inherently different from 
those of us who are law abiding. Furthermore, there can be no ques- 
tion but that criminal behavior is a kind of abnormal behavior. The 
person who violates the property and personal rights of others is 
deviating to some degree from the accepted norms of the group, and 
the more serious his violation the greater is his deviation from the 
norm. Certainly the person who commits murder or suicide is be- 
having in an extremely abnormal fashion. Unless one is critical in 
his thinking at this point he is likely to become involved in linguistic 
and semantic fallacies. It is a neat trick of the thinking process, unless 
kept in the spotlight of critical attention, to reverse and confuse lan- 
guage structures and meanings. Thus the statement: “All criminal 
behavior is abnormal in that it is a deviation from the group standards”, 
can be reversed to say: “Only the abnormal who deviate from the 
group standards show criminal behavior.” From this it can follow that 
since only the abnormal show criminal behavior, the criminal behavior 
must be due to the abnormality. By confusing the criteria for socio-legal 
abnormal behavior with the criteria for psychiatric abnormal behavior, 


*Paper read at the annual institute of the Missouri Probation and Parole Asso- 
ciation, Oct. 10, 1947, at St. Joseph, Mo. 
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the term abnormal becomes synonymous with mental disorder, and the 
original statement takes on the fallacious meaning expressed by the 
statement: “Only mentally disordered persons show criminal be- 
havior”, or put another way: “AII criminals are mental cases.” Thus 
is built an attitude or mental set which fosters the habitual translation 
of delinquent and criminal acts into terms referring to mental aberra- 
tions. The reckless speeder is classified as a moron or fool, and per- 
haps he is one, or both; the embezzler is considered crazy for thinking 
he could conceal his embezzlements; the sex murderer is cer- 
tainly a moron sex fiend or insane pervert as stated in the newspaper 
headlines reporting these atrocities. When a heinous crime is com- 
mitted it is likely that, with this attitude, greater suspicion will be 
directed to those suspects who are mentally retarded or disordered than 
to those who are not; and it is possible that innocent persons sometimes 
have been placed in jeopardy and in prison because of their simple 
mentality or mental aberration. 

While there is no scientific evidence of a criminal type, it is evi- 
dent from the foregoing that a type is generally believed to exist, 
and that it is characterized by and confused with mental derangement. 
The effect of such a belief is anything other than clarifying to the 
concept of legal responsibility. Since in our culture insanity precludes 
legal responsibility, many psychiatrically normal criminals have escaped 
the penalty of their crimes because skillful attorneys, by elaborating 
on the abnormal aspects of the crimes, have led the lay jury to con- 
fuse the socio-legal and the psychiatric criteria for abnormality to 
such an extent that the presence of criminal behavior meant the pres- 
ence of mental abnormality and a finding of insanity. On the other 
hand, many mentally disordered persons have escaped a judgment 
of insanity and commitment to a mental hospital because skillful at- 
torneys, by elaborating on the absence of a criminal record in these 
cases, have lead the lay jury to confuse the two criteria to such an 
extent that the absence of criminal behavior meant the absence of 
mental abnormality and a finding of sanity. Such findings actually 
amount to psychiatric diagnoses, and, paradoxically, are given legal 
validity over the opinions of professiona! psychiatrists. Such a system 
is as pernicious and dangerous as would be the case if the lay jury rather 
than the learned judge were called upon to decide technical points of 
law. It should be abolished. 

It seems to me that the courts should be provided with referral 
clinics consisting of disinterested psychiatrists, clinical psychologists and 
psychiatric social workers, to which cases could be sent for psychiatric 
diagnosis and determination of their legal responsibility for their acts. 
Probation and parole officials, as well as the judge, the prosecution, and 
the defense should have the prerogative of initiating referrals, and the 
findings of the clinic should be accepted by the court as factual and 
final. When a finding of psychiatric abnormality and relief from legal 
responsibility is returned to the court, the trial should therewith be 
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terminated, and the person committed to a psychopathic hospital. 
When a finding of psychiatric normality and legal responsibility is 
returned to the court, the trial should proceed on the basis that the 
person’s mental capability and legal responsibility have been legally 
established. Whatever the disadvantages of such a system, it would 
eliminate the present procedure of witness chair examination and cross 
examination of alienist hired by one side to disagree with alienist hired 
by the other side. 

Because of the overlapping symptomatologies of the various diag- 
nostic categories, it is inevitable that psychiatrists and clinical psycholo- 
gists will frequently disagree among themselves as to the specific diag- 
nosis, yet all are usually in agreement as to the presence of mental 
abnormality. Nevertheless, legal procedure seems to place an undue 
amount of emphasis upon the specific diagnosis. Could it be that a 
term designating a psychosis would absolve a person of legal responsi- 
bility, while a term indicating mental disorder other than a psychosis 
would mean that the person can be held legally responsible for his acts? 
Such an arbitrary procedure would be carrying the old Kraepelinian 
system classifying mental disorders into major and minor categories too 
far. The adherence to the major-minor dichotomy of mental dis- 
turbances is indeed unfortunate. An obvious implication of such a 
dichotomy is that the minor disturbances do not seriously alter contacts 
with reality, and therefore are not serious enough to preclude responsi- 
bility. This attitude would support the conclusion that a person with 
a mental disturbance other than a psychosis should be held responsible 
for his acts. Having reached such a conclusion, the specific diagnosis 
becomes more important in a legal sense than does the fact of existing 
mental disturbance. In this frame of thinking, differences in psychiatric 
opinion as to specific diagnosis assume major importance and create 
general confusion. Also, as a by-product, psychiatrists suffer a lower- 
ing of professional esteem or of ethical reputation, or both, in the eyes 
of the general public. Actually, most of the so-called minor mental 
disturbances are as serious as the major ones, and render the sufferer 
just as helpless in self control as do the major ones. This is especially 
true of the psychopath and the psychoneurotic. Nowhere is there 
evidence that either of these serious disturbances does not destroy self 
control, yet I am afraid that oftentimes such cases are held legally 
responsible. In view of this state of affairs one need not wonder that 
the psychopath and the psychoneurotic are super-headaches to all who 
would handle them as legally responsible people. Let us, therefore, 
narrow our consideration to these two groups. 


THE PSYCHOPATH 


In 1835 the English psychiatrist Prichard called the attention of 
the medical profession to the existence of a large group of psychiatric 
problems not covered by the then accepted criteria for insanity. Con- 
cerning these problems he said: “There is a form of mental derange- 
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ment in which the intellectual functions appear to have sustained little 
or no injury, while the disorder is manifested principally or alone in 
the state of the feelings, temper, or habits. In cases of this nature 
the moral or active principles of the mind are strangely perverted or 
depraved; the power of self-government is lost or greatly impaired, 
and the individual is found to be incapable, not of talking or reasoning 
upon any subject proposed to him, but of conducting himself with 
decency and propriety in the business of life.”* In 1891 Koch intro- 
duced the term “psychopathic inferiority” to designate those cases 
reported by Prichard, as well as certain hysterical and obsessional neu- 
roses. This, or a similar designation, has been employed to the present 
time to indicate the presence of a definite personality disorder which 
will not fit any of the other diagnostic categories. 

Psychopathic personality cannot be diagnosed in terms of pathog- 
nomonic symptoms, nor is it a recognizable entity in the descriptive 
sense. Intellectually the psychopath may range anywhere from sub- 
normal to very superior, but whatever his intelligence he uses it to 
rationalize rather than to control his behavior. Perhaps the only 
generalization that can be made about him is that he responds impul- 
sively to his emotional whims. The specific patterns of his responses 
are as varied as the infinite variety and number of circumstances, situa- 
tions and events which occur in the process of daily living. Sometimes 
he may show conventional behavior and give the impression of having 
a pleasing personality, but such behavior is not typical, and abruptly 
changes without rhyme or reason. The various kinds of malbehavior 
showed by the psychopath include vagabondage; litigiousness; patho- 
logic lying and drinking; unusual religious, political, and economic 
beliefs; odd manners and ways of dressing; outbursts of irritability 
and aggressiveness; and extremes of moodiness. Frequently behavior 
having the characteristics of delinquency and crime occurs. Such be- 
havior may take any form, such as truancy, petty stealing, promiscuity 
and prostitution, larceny, forgery, aberrant sexual acts, drug addiction, 
desertion of family and parental responsibilities, and murder. These 
acts are in themselves in no way different from the acts of other delin- 
quents and criminals. How then can they be differentiated from the 
acts of typical delinquents and criminals? 

There are at least two criteria which seem to be useful in making 
such a differentiation. One is in terms of motive. Usually the typical 
delinquent or criminal can offer some reason or circumstance for his 
acts, which at least has the appearance of plausibility, and may even 
be accepted as a mitigating factor. The psychopath is likely to offer, 
if any, some absurd reason or circumstance which he attempts to ra- 
tionalize into plausibility, while sincerely feeling that his show of pro- 
found remorse is adequate atonement for his acts. Often the sympathy 
he arouses in others, along with the apparent sincerity of his promises 
to reform, gain for him another chance. The other criterion is in 
terms of consistency. Usually the typical delinquent or criminal per- 
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forms his antisocial acts when circumstances are favorable to his evil 
purposes. The psychopath, however, is likely to fall into antisocial 
behavior at the most inopportune times and places, and, on the other 
hand, to conduct himself in a conventional manner when circumstances 
are most favorable for antisocial behavior. Knowing the surrounding 
circumstances one can venture to predict rather specifically the behavior 
of typical delinquents and criminals, but with the psychopath specific 
prediction is hazardous, unless it be that he can be expected to do the 
unexpected. He cannot be relied upon, not even in his social mis- 
behavior. 

As a probation or parole risk the psychopath’s chances of failure 
are 100 per cent. There is no evidence to my knowledge that any 
psychopath has ever been cured by imprisonment—or by anything else. 
As far as cure is concerned, the psychopath is just as well off in a penal 
institution as in a psychopathic hospital; yet I believe he should be 
committed to a psychopathic hospital. Why? Because the orientation 
of the professional staff and the nature of the hospital setting provide 
for the scientific investigation and study of the psychopathic condition. 
It is only in this way that we can hope to gain insight into the etiology 
of the condition, thereby enabling preventive measures; and to gain 
an understanding of the nature of the condition, thereby enabling 
remedial measures. It is my belief that most psychiatrists and psy- 
chologists insist that the psychopath should be hospitalized rather than 
placed in a penal institution, not because they think they can cure him, 
but because they hope through their study of him to progress toward 
the prevention and cure of the psychopaths of future generations. It 
is not known how many psychopaths are committed to penal institutions, 
but Bromberg and Thompson reported in 1937 that of 10,000 prisoners 
who were examined by the New York Court of General Sessions after 
conviction or plea of guilty, 6.9 per cent had psychopathic personalities. 
I am sure that none of these psychopaths have been, nor will be, re- 
habilitated by imprisonment, probation, or parole. I believe they are 
medico-psychologic problems, and, for the reasons already presented, 
insist that they should be committed to psychopathic hospitals. All 
that the psychiatrist or the psychologist can offer in the way of help 
to those who insist upon handling, or by custom are forced to deal 
with, the psychopath as a strictly socio-legal problem, is a liberal dose 
of aspirin. 

THE PSYCHONEUROTIC 


A variety of symptoms indicating severe psychologic maladjust- 
ment, such an anxiety, phobias, compulsions, obsessions and conversions 
to physical complaints, are grouped under the general term psycho- 
neuroses. Because of the large variety of symptoms covered by the 
term, it has become obsolete in its singular form. Properly, one should 
speak of the psychoneuroses; not psychoneurosis. At first these symp- 
toms were classified as neurosis, a term meaning a disorder of the 
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nerves. Such a conception was in conformance with the then accepted 
psychopathologic theory which attributed all mental disturbances to 
organic causes. As more information was gained concerning psycho- 
genic causation, the term psychoneurosis was coined to distinguish the 
psychogenic from the true organic neuroses. This reflects the influence 
of the dualistic philosophies which fostered the mind-body dichotomy. 
With the shift of the fundamental philosophic systems from a dualistic 
to a monistic basis, and with the accumulation of factual data concerning 
the psychoneuroses and the neuroses, distinctions between the two 
terms became impossible. Both terms have been retained, but today 
they are used synonymously. 

The term psychoneuroses is now enjoying considerable popularity, 
but it is doubtful whether the general public has any conception of 
its professional meaning. Many probably believe that the psycho- 
neurotic is insane or on the road to insanity. Nevertheless, there is 
no evidence that the psychoneuroses do, or can, develop into insanity. 
Actually, it is probable that the psychoneurotic is farther removed 
from the possibility of insanity than is the normal person. His psycho- 
neurotic mechanisms seem to provide him with a set manner of re- 
sponding to those traumatic situations which ordinarily are etiologic 
factors in the development of insanity. It is the consensus of profes- 
sional opinion that the two conditions are really different in kind. It 
has been pointed out by psychopathologists that the psychoneurotic, 
unlike the psychotic, is more of a nuisance than a danger to himself 
and others; that he retains a fair degree of contact with reality; and 
that he does have some insight into his condition. It is generally be- 
lieved that the psychoses involve a change in the total personality, 
whereas the psychoneuroses seem to be limited to segments of the 
personality. 

The variety of behavior occurring in the psychoneuroses makes 
a specific symptomatology impossible. The most general characteris- 
tics appear to be a marked inefficiency and inadequacy in adjusting to 
the environment, and deep feelings of uneasiness and disturbance about 
oneself. More specifically, and in the order of their frequency, char- 
acteristic symptoms are tenseness, depression, anxiety, sexual preoccu- 
pation, hypochondriasis, obsessions, compulsion, fear of insanity and 
general weakness. While the normal person will at times experience 
these symptoms, his experience of them is not as intense and persistent 
as is that of the psychoneurotic. It appears that the psychoneurotic 
differs more in degree than in kind from the normal. Perhaps this is 
why the highly sensitive, overconscientious person is sometimes thought 
to be neurotic. 

The prevalence of the psychoneuroses among the general popula- 
tion is not known, and an estimate is difficult since relatively few are 
sent to hospitals. Reliable medical sources have estimated that at 
least 40 per cent, and perhaps as high as 75 per cent, of the people 
coming to the doctor’s office have psychoneurotic symptoms. An esti- 
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mate, considered conservative, is that about 3 per cent of the adult 
population, or more than two million persons in the United States, are 
more or less psychoneurotic. 

In order to better understand and cope with the phenomena of 
the psychoneuroses, the various syndromes have been classified into the 
following categories: neurasthenia, anxiety neurosis, reactive neurosis, 
compulsive-obsessive neurosis, and hysteria. Since it is very unlikely 
that the neurasthenic, the anxiety neurotic, or the reactive neurotic 
will commit delinquencies or criminal acts, we shall eliminate them 
from further consideration. Suffice it to say that the neurasthenic is 
too fatigued and preoccupied with his physical health to expend the 
energy necessary to commit delinquent or criminal acts; the anxiety 
neurotic is too apprehensive and fearful in a vague, indefinite way to 
add to his feelings of guilt by doing anything wrong; and the reactive 
neurotic is too moody and depressed to be interested in law violation 
or anything else except his own pessimistic state of affairs, with the 
exception that he might commit the crime of suicide. 

While some compulsive-obsessive neurotics do show behavior 
symptoms which are characterized by delinquencies and criminal acts, 
the majority of them show behavior symptoms which are silly and 
annoying, such as continuous hand-washing, object touching and object 
counting. Perhaps their most serious behavior patterns, from the 
standpoint of law, are those known as pyromania, kleptomania and 
dipsomania. Differentiation between the pyromaniac and the arsonist, 
the kleptomaniac and the thief, and the dipsomaniac and the drunkard 
may be made in terms of motive and consistency of the behavior pat- 
tern. Starting fires is for the pyromaniac an end in itself, and from 
the act he gets his ultimate satisfaction and reward. It is as if he has 
within him a hunger for starting fires, which, like his hunger for food, 
requires regular periodic satisfaction. The arsonist starts fires as a 
means to an end; a risky business, but one from which he may reap 
financial reward or vengeful satisfaction. The frequency of his acts 
depends upon those factors outside himself which make the fires profit- 
able for him. 

There seems to well up within the kleptomaniac a tremendous 
emotional tension from which he can get relief only be stealing certain 
kinds of things. Usually the things he steals have no great intrinsic 
value, nor does he take things which he might easily dispose of to his 
own financial gain. It is for this reason that the things he steals are 
believed to have for him a symbolic significance. Also, the regularity 
of his stealing episodes gives them a ritualistic coloring, and indicates 
a kind of re-occurring hunger drive. The thief steals as a means to 
an end, whether it be a livelihood, the satisfaction of a jealous coveting, 
or for the purpose of annoying others. He steals things of value 
usually, and the frequency of his acts depends upon the opportunities 
he has for stealing. 
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The dipsomaniac is one who strongly desires to escape from drink, 
but who is drawn by some irrestible force to imbibe himself into insen- 
sibility. He has no definite preference as to what he drinks, and if 
nothing is available except the preserving fluids in which biologic 
specimens are kept, he will even drink these fluids for their alcoholic 
content. The regularity of his drinking episodes gives them the 
character of symbolic or ritualistic acts in fulfillment of some powerful 
inner drive. The drunkard likes his liquor, and even if he has some 
desire to break this habit, he has a greater desire to keep it. Not only 
is he likely to prefer one kind of liquor, whether that be whiskey, gin, 
wine, or beer, but also he is likely to have a definite preference for a 
particular brand. The frequency of his drinking is limited only by 
his ability to pay or beg, and his ability to keep out of jail. 

The most common characteristics of all compulsive-obsessive con- 
ditions are: the periodic rhythm of the acts; the person’s recognition 
of the absurdity and irrationality of these acts; his sincere desire to 
refrain from the acts; the feeling of a compelling force beyond his 
control which forces him to do the acts; and a feeling of helplessness 
and insufficiency while carrying out the acts. Obviously, such persons 
are poor probation and parole risks, and imprisonment can be of no 
therapeutic value to them. 

Of the many forms of hysteria, those most likely to involve de- 
linquent or criminal behavior are the fugues and the personality disso- 
ciations. Hysterical fugues are those psychologic conditions wherein 
people suddenly lose their identity, disappear and later come to them- 
selves or are discovered far away from home. The characteristic fea- 
tures of fugues are: the sudden loss of personal identity, wandering 
to some far-off place, eventually awakening and amnesia for the entire 
episode. Accounts of such cases are not infrequently reported in the 
newspapers. While in the fugue condition the person may do things 
which are delinquent or criminal only in relation to his prefugue 
condition. For example, upon entering the fugue he may sell his 
mortgaged car, desert his wife and children, disavow his debts, evade 
his taxes, etc. Since the condition sometimes continues for many weeks, 
he may even become a bigamist. All these things he does without 
being aware of his past, or knowing that he is doing something wrong. 
His acts are not premeditated or intentionally unlawful, and it is doubt- 
ful whether he would knowingly violate his prefugue moral codes or 
ethical standards. 

Without exception, the victims of hysterical fugues have a his- 
tory of nervous instability, chronic fatigue and worry, futile and hope- 
less struggles against intolerable circumstances, a keen sense of frustra- 
tion, and an extreme degree of overconscientiousness. Instead of at- 
tempting to destroy their environments or do harm to those around 
them, they actually and literally remove themselves from their sur- 
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roundings through the psychologic mechanisms of the hysterical 
fugue. 

Personality dissociation is a condition which results when all the 
traits, desires, attitudes, sentiments, memories, and everything else 
which makes up one’s personality, become organized and integrated 
into two or more separate systems, one of which is dominant and func- 
tional while the other remains latent and nonfunctional. The shifting 
of the dominant system into latency, and of the latent system into 
functional activation transforms the individual into an entirely dif- 
ferent sort of person. Most noticeable are the changes in attitude, 
bearing, and facial expression. This is the essence of dual personality 
which was so well popularized by Stevenson’s Dr. Jekyll and Mr. 
Hyde. Usually the two personality systems are mutually exclusive to 
the extent that the functional one has little or no knowledge of the 
nonfunctional one. Changes from one personality system to the other 
may occur as frequently as several times in one day, or as infrequently 
as once a year. With the change in personality systems the person who 
is virtuous and law abiding not infrequently becomes a person who 
turns to the vices and law violations. Fortunately, most cases of dual 
personality are recognized as abnormal individuals before they do 
something that would get them into difficulties with the police. The 
futility of sentencing such abnormal people to penal institutions, or 
of attempting to rehabilitate them by means of probation or parole, 
should be obvious. They are medico-psychologic problems, and their 
chances of being rehabilitated are dependent upon the skill and know]l- 
edge of the psychiatrists and clinical psychologists who treat them. 

It must be remembered that neither the psychopathic personality 
nor the psychoneuroses have a sudden onset. Without exception they 
all have histories of personality deviations for the greater part of their 
lives, and it usually is the gradual exaggeration of these deviations 
that leads to their legal difficulties or, if they are fortunate, to their 
hospitalization. The malingerer is quickly and unequivocally betrayed 
by his own personal history. 

In summary, the purposes of this paper have been: first, to em- 
phasize that there is no delinquent or criminal type of personality; 
second, to indicate the need for a more valid and reliable legal pro- 
cedure for determining legal responsibility; third, to stress the import- 
ance of hospitalizing the person whose delinquent or criminal acts are 
symptomatic of psychiatric abnormality; fourth, to point out the ab- 
sence of a cure for the psychopathic personality, while explaining that 
he should be hospitalized as a case for research and study; fifth, to 
warn that the psychopath is a very poor risk for probation or parole; 
sixth, to attempt to clarify somewhat the concept of the neuroses; and 
seventh, to give assurance that the malingerer can be detected. 
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WHAT CORRELATION IS THERE BETWEEN HYSTERIA 
AND CYCLOTHYMIA OR SCHIZOTHYMIA:? 


NATHANIEL THORNTON 
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Century College of Medical Technology 
Chicago, Ill. 


It is now quite a number of years since Jung first formulated and 
published his ingenious, apparently at least semi-intuitive concepts of 
what he termed imtroversion and extraversion. In the intervening 
years, his formulations have proved serviceable, if not indispensable, 
to workers in all different departments of psychology and psychiatry. 
Subsequently, Kretschmer evolved, in similarly painstaking fashion, 
if not with the same degree of general erudition, his own working 
hypotheses, substituting for imtroversion and extraversion the terms 
schizothymia and cyclothymia. To all intents and purposes, the dif- 
ference between Jungian and Kretschmerian terminology is principally 
a matter of words only, although a less superficial distinction may be 
encountered when we recognize that Jung’s terms are sometimes more 
descriptive, and Kretschmer’s sometimes more definitely diagnostic, 
in their sundry implications and connotations. The word introvert or 
extravert, for instance, conveys to us, as a rule, the impression of a 
particular kind of individual; whereas the word schizothymic or cyclo- 
thymic is more likely to suggest that a certain person is potentially 
capable of developing a full-blown schizophrenic or manic-depressive 
psychosis. These, at any rate, are the more specific inner meanings 
which the author of this paper is prone to attach to the expressions em- 
ployed by Jung and Kretschmer. 

Conventionally, we have followed the custom of regarding intro- 
version as a psychic structure wherein libido, instead of being outwardly 
projected to a larger extent, is turned back upon the individual’s own 
inward being; and extraversion as a condition which produces a more 
positive reaction to the object, i.e., whatever lies outside the individual’s 
self. To express the matter in different language: introversion pre- 
supposes a centripetal tendency of the libido; extraversion, a centri- 
fugal one. These, however, are mere generalizations which cannot 
always be maintained under the varied conditions imposed by actual 
practice; and one of the purposes of this paper is to show, at least in 
part, how such arbitrary procedures are sometimes invalid from the 
scientific point of view, especially when we attempt to generalize with 
regard to whether hysterical subjects are to be regarded as introverted 
or extraverted. 

Following Kretschmer, we have assumed that schizophrenia grows 
out of a soil made fertile by the schizothymic disposition, and that the 
manic-depressive psychosis springs from deep-rooted cyclothymia. Re- 
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cently it has been showed, by methods involving some scientifically 
precise measurements, that some persons develop one or the other of 
these two psychoses without having evinced previously the particular 
personality pattern generally associated with it. Because of the rela- 
tively small number of individuals studied from this particular point 
of view, these findings are not to be taken as final or conclusive. But, 
in any event, even the tentative pronouncements made in this con- 
nection provide us with an occasion for pausing to reexamine our ideas 
on the subject of the relation between schizothymia and schizophrenia, 
and that between cyclothymia and the manic-depressive psychosis. 

Now, what about hysterical persons? What is the extent of their 
relation to the cycloid temperament? Are they as proverbially cyclo- 
thymic as we traditionally have imagined them to be? Whenever the 
expression “hysterical character” is heard among us, we conjure 
up immediately, in our own minds, the picture of an individual 
who is compelled to be constantly acting a role, and who seldom if 
ever misses an opportunity to thrust himself into the limelight. Cer- 
tainly such a picture implies an extraversion which stands out in bold 
relief. Yet in other hysterics there is an equally noticeable tendency 
to retire into the background, to withdraw into themselves, “to sacrifice 
themselves to the utmost” (Bleuler), to keep to their beds for fairly 
long periods, or to do but a minimal amount of complaining. It is 
worthy of note that Jung himself, in effect, has warned .us against 
the danger of regarding all hysterical persons as extraverts of the more 
typical genre. We know, too, that hysterics have about them a way 
of being often fantastically unpredictable. 

In endeavoring to shed some further light upon this question of 
a relation between hysteria and centripetal or centrifugal tendency of 
the libido, I wish to point out, and even to emphasize, that my views 
are at this stage only tentative, and are not to be taken as final or 
definitive. I am convinced that there may be involved here some- 
thing deeper than we have realized or recognized up to the present 
time. 

In the first place, we can ill afford to lose sight of the fact that 
hysteria, in its varied forms, is known to produce a staggering array of 
symptoms and a multitude of bizarre psychic reactions. And since 
this is true, we need not be surprised to find some hystericals intro- 
verted (or schizothymic), and others extraverted (or cyclothymic). 
In any event, it seems nearly certain that the generalization sometimes 
pronounced—namely, “Hysterical people are extraverted”—will lead 
us up a blind alley if we permit ourselves to adhere too strictly to all 
that it implies. 

Perhaps equally misleading or fallacious is the point of view im- 
plicit in the very expression “hysterical character.” Is there actually 
such a phenomenon as a really typical hysterical character? We have 
seen that it is possible for those affected with hysteria to manifest either 
schizothymic or cyclothymic trends, as well as a diversity of personality 
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characteristics which range all the way from extreme selfsacrificiality 
to the most overweening egoism. Bleuler mentions that “many bad 
things have been said about ‘the hysterical character’ ”; and from the 
drift of his remark we suspect that he questions whether there is any 
adequate objective foundation for such a disparagement. Weininger, 
on the other hand, goes even so far as to assert that hysteria is “the 
organic mendacity of the female.” (Apparently the Viennese biologist 
failed to recognize that hysteria can just as well occur in the male! ) 

If, therefore, we are prepared to accept the postulate that there 
exists a particular phenomenon which can be treated, descriptively, as 
“the hysterical character,” we are surely no less justified in maintain- 
ing, at the same time, that the impression conveyed to us is clearly 
one of extraversion. There is, in fact, unmistakable evidence of a 
strong outward projection of libido; there is little if any evidence of 
libido withdrawal. But if, as is now plain almost beyond the possibility 
of a rational doubt, there are some hysterical individuals who fail to 
evince the “hysterical character” as such, what shall we say of them 
as regards a possible relation between hysteria and extraversion? Ob- 
viously, there exists here some amount of confusion which needs to 
be cleared up, even if in the most tentative manner only. 

Thanks to the scientific insight of Sigmund Freud, we have for a 
number of years recognized that a conversion phenomenon constitutes 
a means whereby an hysterical person manages to displace anxiety on 
to a pseudophysical complaint or disability. It is well known that the 
individual utilizing such a device will feel only a minimum of con- 
cern or anxiety about himself, except insofar as he is actually discom- 
moded by the conversion symptom. Here, moreover, we may discover 
no conclusive evidence to convince us that we are dealing with any of 
the so-called “permanent stigmata” (Charcot) found in hysteria. In 
cases of this kind we have justification, it is true, for speaking of the 
acute or conversion symptoms of hysteria, but scarcely of a particular 
character which can be described as “the hysterical character.” Fur- 
thermore, individuals exhibiting such acute or conversion symptoms 
succeed occasionally in giving us the impression that they possess no 
larger share of extraversion than might be discovered among more 
normal human beings. 

On the other hand, it is equally important to bear in mind that 
where certain chronic character-traits go hand in hand with the mani- 
festations of hysteria, there may be curiously lacking any tendency to 
develop acute hysterical conditions. To phrase the question in a dif- 
ferent manner: the more strongly developed is the hysterical character- 
structure itself, the less susceptible may be the individual to more acute 
reactions. (It is conceded that this last postulate of the author’s tends 
to smack of an exaggerated point of view, and that empirical confirma- 
tion is therefore required. ) 

A particularly illuminating instance of the co-existence of major 
hysterical reactions with strong schizoid trends may be found in the 
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case of William Heirens, the Chicago youth, who several years ago 
committed a number of burglaries and one or two particularly atrocious 
murders. When questioned, certain of the boy’s acquaintances de- 
clared him to be “decidedly an introvert”; yet the various tests to 
which he was required to submit showed him to be an hysterical per- 
sonality. This case, remarkable in so many of its aspects, has been 
reported in some detail in The American Journal of Psychiatry (August 
1947) by Kennedy, Haines, and Hoffman. According to the experience 
of the author of this paper, it is rare for so pronounced a tendency 
towards introversion to be super-imposed upon such a strong hysterical 
constitution. 

William Brown, in his Psychology and Psychotherapy (London, 
1944), makes the stimulating observation that Adolf Hitler’s personal- 
ity seems to have been compounded of hysterical and paranoid trends. 
It will be recalled that Hitler became hysterically blind at the close 
of World War I. As for Hitler’s more general behavior, it appears 
to have been more schizothymic in the earlier part of his life, and more 
cyclothymic in the latter part, although apparently chiefly as regards 
his ability to project his personality in such a fashion as would prove 
excessively difficult, not to say impossible, for a certain type of schizo- 
thymic. 
We know that everybody is a little hysterical (Moebius). In 
other words, there is scarcely a single human being who possesses ab- 
solutely no tendency to mild or temporary dissociation of psychic 
functions. If, therefore, we concede the existence of such a thing as a 
typical “hysterical” temperament, we shall have to acknowledge also 
that it differs only quantitatively from that of a healthier and better- 
balanced individual. When we realize that such an intensification as 
we observe is purposeful and, in a way, consistent or systematic, we 
shall then be in a sounder position to understand people who habitually 


act, lie, or exaggerate. 
SUMMARY 


1. Generally speaking, there is a scientifically tenable correla- 
tion between cycloid disposition and the tendency to manifest what is 


called “the hysterical character.” 

2. Persons suffering from conversion phenomena may not evince 
at all the so-called “hysterical character.” 

3. Hysteria is capable of producing diverse temperaments and a 
staggering array of symptoms. 

4. Even the hysterical character, as it is called, represents only 


a quantitative intensification of traits or qualities which other persons 
may show. 
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MECHANISMS 
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In August 1939, at the International Congress of Neurology in 
Copenhagen, Cerletti reported on the results obtained in the treatment 
of mental illnesses by electroshock or “electric epilepsy”. This new 
therapy has aroused excessive enthusiasm and systematic vilification; 
however, after six years experience, it may be said that Cerletti’s dis- 
covery, namely the application of electroshock in the treatment of psy- 
choses, constitutes an important date in the history of psychiatry. 

Certainly electroshock is far from being a universal panacea in 
mental medicine. It has its indications and its contraindications. Ina 
general fashion while contraindicated in the neuroses, it is remarkably 
effective in certain psychoses, chiefly the depressive psychoses and the 
confusional psychoses where it constitutes the choice of treatment. On 
the other hand it is true that the method is not without inconveniences, 
though its dangers have been exaggerated. To believe certain critics, 
every accident of any kind, mental or general, occurring in a patient 
treated by electroshock ought to be imputed to it, but only by virtue of 
the old adage post hoc, ergo propter hoc. A number of doctors object in 
principle to convulsion-therapy, fearing the immediate and delayed 
results. 

It is a fact that the convulsion according to the intensity of the 
muscular contractions can lead to fractures and subluxations in a pro- 
portion of 1 to 2 per 100 cases. But there are procedures which pre- 
vent these mechanical complications; (1) replacement of the electro- 
convulsion by the “electric-absence”; (2) slowing-up of the epileptic 
action of the electricity by the administration of a barbiturate or of 
rectanol (electroshock under narcosis) ; (3) suppression of the muscular 
element of the crisis by a preliminary injection of curare. Thanks to 
one or the other of these technics we have been able to treat, without 
accident, cases in which convulsive-therapy was a priori contraindicated, 
for example, because of a local or general fragility of the skeletal sys- 
tem. As far as the delayed complications are concerned, namely the 
appearance after the induced epilepsy of a spontaneous epilepsy, that 
is an eventuality which must be exceptional and one which I have ob- 
served only once; and then under conditions which permitted the elimi- 
nation of the pathogenic role of the electroshock: 

This was the case of a nurse, who, after several electroshocks 
were given because of an otherwise atypical depressive case, showed 
two crises of spontaneous epilepsy. Being acquainted with medicine 
she pretended, for purposes of compensation, that the convulsion 
therapy made her an epileptic. Upon examination I found a Gerstman 
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syndrome consisting of digital agnosia, of inability to calculate, of 
agraphia, and of right-left disorientation. Such a syndrome is, ac- 
cording to Gerstman, characteristic of a left parieto-occipital lesion. A 
ventriculogram showed the existence of a left parieto-occipital tumor, 
which was removed at once. It was a benign tumor, a Schwannoma, 
whose removal made the Gerstman syndrome and the epilepsy disap- 
pear. Thus the spontaneous epileptic crises had to be accounted for 
by a cerebral tumor, and not by electroshock treatment, which had at 
the most played the role of trigger mechanism. In other words, we 
dealt here with epilepsy due to a cerebral tumor, and not with epilepsy 
due to electroshock. 

However, the theoretic problem exists: does the artificially in- 
duced epilepsy predispose to spontaneous epilepsy? Not only does the 
electroencephalographic examination during the crisis of electrically in- 
induced epilepsy show the same bioelectric stigmata as during the spon- 
taneous epileptic crisis, but one can also observe in its course the 
dysrhythmias which certain technicians believe to be characteristic of 
spontaneous epilepsy. These represent a sign of cerebral disorder, and 
that is why we have devised an electroencephalographic control of 
electroshock therapy with stopping of the series at the tenth shock if 
one finds the stigmata. Unfortunately if such a series is enough to 
liquidate an attack of melancholia, of mania or confusion, it shows itself 
manifestly insufficient in the case of schizophrenia. Only prolonged 
series, associated with other methods of shock (insulin, fever, cardia- 
zol) can lead to lasting remissions. Should the fear of a problematic 
danger make us withhold a treatment in whose absence the process 1s 
irremediable? The question has been asked; it has not been solved. 

Whatever the importance of the technical and clinical discussions 
which electroshock stimulate, they concern the specialist above all, and 
it has seemed to me that I would conform better to the spirit of the 
medical sessions at Brussels in viewing the problem from a more 
general aspect, capable of interesting doctors working in different 
specialties. That is why I will consider the action of electroshock 
upon the physiologic and psychologic regulation of the organism—an 
action which it exerts essentially, we believe, through the intermediate 
brain or diencephalon, where one has been able to observe a true regu- 
lator; a metronome of the rhythm of the organism. 


ELECTROSHOCK AND PHYSIOLOGIC MECHANISMS 


The physiologic effects of electroshock bear witness to a double 
action, neurovegetative and humoral. 


The Neurovegetative Action 
The neurovegetative action is manifested by a whole series of 
symptoms demonstrating profound disturbances of the equilibrium of 


the great antagonistic systems, the sympathetic and the vagus. Pallor, 
sudden cessation of respirations, acceleration of the pulse, arterial 
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hypertension, sphincter disturbances with voiding of urine, changes in 
the diameter of the pupils, tears and sweat, horripilation, and thermal 
reactions are the most marked manifestations. 

The circulatory changes involve the state of the heart and of 
arterial tension. From the cardiac point of view, after a short phase 
of bradycardia, there appears a clear tachycardia, which sometimes is 
accompanied by extrasystoles, followed by bradycardia. The electro- 
cardiogram shows disturbances of rhythm consisting of sinus tachy- 
cardia, preceded by, associated with, or followed by, a sinus brady- 
cardia and sometimes by ventricular extra-systoles. The change in 
the complexes occurs in the P wave, and in the amplitude of the T 
wave. The arterial hypertension is one of the major phenomena of 
postelectroshock, but in using graphic recordings with men and animals, 
in the seconds, minutes, hours and days following electroshock we have 
noticed that arterial hypertension is only one of the elements of a 
complex variation in tension. The chronology of the variations in 
tensions can be schematized thus: a very short phase of hypotension of 
several seconds duration discernable only on the graphic recording; a 
phase of hypertension which can begin only sixty to one hundred and 
sixty seconds after the end of the clonic crises; and a secondary phase 
of hypotension, which may reach its maximum only after several 
hours and sometimes be prolonged for two and even three days. 
The arterial hypertension depends here on a sympathetic excita- 
tion, but the initial hypotension and the secondary hypotension 
are signs of a concomitant vagal excitation, and, in carrying out electro- 
shock on dogs who have been given drugs which stimulated their 
parasympathetic system we have showed that the hypertensive crisis 
was then replaced by a hypotensive crisis. 

The apnea is produced at the same time as the loss of conscious- 
ness, and habitually lasts the entire duration of the convulsions, and 
sometimes far beyond. It is a central neurovegetative phenomenon 
which is often much more prolonged in the simple absence than in 
the epileptic convulsions. This is explained by the fact that the con- 
vulsions involve an overproduction of carbon dioxide, specifically 
stimulating the respiratory system. That is why we have recommended 
in the persistence of the disturbingly persisting apneas the inhalation 
of carbon dioxide; after a short period of application of artificial 
respiration the resumption of respiration is immediate. 

Other neurovegetative disturbances accompany these circulatory 
and respiratory modifications. The variations in the diameter of the 
pupils consist of mydriasis followed by myosis. The tests by means of 
collyriums show that the initial reactions in the sense of sympathetic 
hypertonia are followed after the convulsive crisis by reactions in the 
sense of vagal hypertonia. The vagomotor reactions (vasoconstriction 
followed by vasodilation), pilomotor (horripilation), and secretory 
reactions (hypersecretion of tears, sweat and saliva) are regularly ob- 
served. The hyperthermic reactions, generally moderate and delayed, 
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appear about six hours after shock and sometimes the fever may reach 
100 to 101 F., and it has been known to reach 105 F. and to be pro- 
longed for forty-eight hours: this is a fever of a neurovegetative origin 
without any infectious symptoms. 

Investigation of the neurovegetative system by means of oculo- 
cardiac and solar plexus reflexes, and by pharmacodynamic tests, either 
stimulating or paralyzing the sympathetic and the parasympathetic, 
confirms that electroshock is accompanied by considerable disturbances 
in the vegetative equilibrium, involving both the antagonistic systems 
but with initial preponderance of the sympathetic system. The entire 
neurovegetative syndrome is marked by a very brief predominant phase 
of vagal excitation (hypotension), then an intense and durable phase 
of sympathetic excitation (hypertension) and finally a moderate and 
prolonged phase of a vagal excitation, (hypotension). That is to say 
the entire graphic findings obtained show a sinusoid; the initial varia- 
tion produced by electroshock is followed by a change i in the opposite 
direction. 

The neurovegetative crisis of the electric epilepsy is found to be 
analogous to that obtained by electrical stimulation of the diencephalon. 
In 1909, Karplus and Kreid] showed that by stimulating the hypo- 
thalamic area with electrical waves one could obtain a maximal dilata- 
tion of the pupil, a generalized vasoconstriction with elevation of blood 
pressure and change of the rhythm of the heart, sudatory reactions with 
secretion of tears and flow of saliva, vesical contraction and defecation. 
Subsequently numerous experiences showed the important role of the 
diencephalon in the vagosympathetic mechanism; whether it be the 
mechanism of the movements of the pupil, the vasomotor mechanism, 
smooth muscle, secretory and pilomotor, the regulation of cardiac (Beat- 
tie) and respiratory rhythm (Ranson and Magoun), the mechanism of 
the vesical and anal sphincters. Since Isenschmid and Krehl’s first ex- 
periments, numerous workers have demonstrated the important role 
of the subthalamic area in the mechanism of thermoregulation. 

Probably one has to attribute to the diencephalon and to its ad- 
joining basillar formations the principal elements of the neurovegeta- 
tive syndrome of the electroshock: disturbances of cardiac rhythm with 
tachycardia and arterial hypertension, vasomotor, secretory and pilo- 
motor disturbances, pupillary modifications, reactions of sphincters and 
hyperthermia. Certainly the central neurovegetative formations are 
graduated all along the neuraxis up to and including the cerebral cor- 
tex, as has been demonstrated by Fulton, but the diencephalon repre- 
sents, according to Fulton, the controlling center of the activities of the 
neurovegetative system and its highest level of integration. 

The powerful neurovegetative action of electroshock explains its 
efficiency in conditions where the neurovegetative disequilibrium pre- 
dominates, i.e., the results obtained as a result of the mild form of elec- 
troshock or electro-absence, and described not merely in mental affec- 
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tions but also in certain cases of asthma, eczematous and stubborn urti- 
carian dermatoses, and even in migraines. These results are comparable 
to those described by A. Leroy with respect to cardioazotherapy. 


Humoral Action 


The humoral action is extremely complex. It is composed of bio- 
chemical modifications bearing upon glucides, protides, lipides, alka- 
line reserves and mineral elements of the blood, composition of urine, 
spinal and gastric fluid, and hematologic modifications in the cytology 
of the blood formula. 

Castelluci discovered the presence of a hyperglycemia; in fact, 
after a very short hypoglycemic phase, a clear hyperglycemia of ap- 
proximately an hour’s duration occurs, followed by a moderate and pro- 
longed hypoglycemia. We have showed in collaboration with A. Sou- 
lairac, that there was also hyperprotidemia (without hyperazotemia), 
hyperlipidemia (without hypercholesterolemia), acidosis, globular hy- 
perchloremia, hypercalcemia, hyperphosphoremia, increased sodium and 
decreased potassium, oliguria with increase of the concentration of urea 
and phosphates, increased spinal fluid glucose and protein, gastric 
hypersecretion with hyperchlorhydria, constituting as a whole the hu- 
moral syndrome of electroshock. 

Mario Felici has pointed out hyperleukocytosis, contrasting with 
the absence of modifications of the number of erythrocytes. In fact this 
leukocytosis is constant and sometimes considerable in the hours fol- 
lowing shock. We have not noticed the increase of lymphocytes with 
proportional decrease of polynuclear neutrophils. The analysis of 
Arneth’s formula shows a precocious deviation to the right, followed 
about the sixth hour by a deviation to the left which is accentuated after 
twenty-four hours. The variations are parallel in the veinous and 
peripheral blood. Myelograms show sometimes a light myeloid reac- 
tion. Neither the study of the bleeding and coagulation time, nor the 
study of the erythrocytes and retractability of the coagulum show con- 
clusive results; on the other hand the increased sedimentation rate of 
patients before shock diminishes markedly afterwards. 

Given the role played by the diencephalon in the humoral 
mechanisms, in the metabolism of water, glucides, lipides and more 
accessorily in those of protides and mineral elements, and in the 
control of the blood formula, one might think that the postelectroshock 
humoral disturbances could be accounted for by a diencephalic action. 
It is necessary here to make a distinction. In the simple epileptic 
absence without convulsions (which can be produced by an experimen- 
tal artifice) this electroshock (electro-absence) is not accompanied by 
the same biologic disturbances as is electroconvulsion, as we have estab- 
lished with A. Soulairac. Hyperglycemia is the same, but one observes 
here no hyperprotidemia followed by a slight hypoprotidemia not 
acidosis but alkalosis while changes in the blood formula are charac- 
terized mostly by a slight hyper-leukocytosis with an important in- 
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crease of monocytes. The question was to know if in this humoral 
syndrome, the greatest part of the observed modifications were not de- 
pendent on the simple convulsion, that is to say, of the muscular work. 
One knows in fact through Dill, Talbott and Edwards’ inquiries, that 
muscular work leads to hypercalcemia, hypopotassemia, acidosis, hyper- 
protidemia, hyperphosphoremia and modifications of the blood not 
only in the leukocytes but also the erythrocytes. This latter charac- 
teristic is extremely important, since it bears witness to a hematologic 
concentration which is totally lacking in the humoral syndrome of 
electroshock. 

It is likely that a part of the humoral syndrome of electroshock, 
and only a part, has to be accounted for by the muscular work alone. 
But the fact that all the neurovegetative disturbances and the hyper- 
glycemia, the most faithful and constant test of the humoral syndrome 
of shock, are still observed after simple absence, show that another fac- 
tor which according to us is diencephalic, operates in their genesis. Be- 
sides it is proper to compare the neurovegetative and hyperglycemic 
syndrome with the analogous syndrome of the emotional shock which 
thanks to Cannon’s and especially Bard’s work is known to have dien- 
cephalic repercussions. If there is an emotional shock in the electro- 
shock it is an unconscious one whose interpretation is inseparable from 
the epileptic crisis itself. In fact one could not consider these disturb- 
ances as due to a conscious emotion such as fear of electroshock, for, 
when electroshock is applied under narcosis, these disturbances are 
lacking in the beginning of the narcosis as long as one has not applied 
electric epilepsy and they appear immediately after; they are directly 
bound to it. 

On the other hand the systematic biologic study by means of 
pneumo-encephalography, which permits a direct stimulation of the 
diencephalic area, has showed us, besides neurovegetative, cardiovascu- 
lar, respiratory, vasomotor, pilomotor and thermic disturbances, some 
humoral modifications such as hyperglycemia, hyperlipidemia, hyper- 
chloremia, acidosis, oliguria, increase of sodium and phosphorus, hyper- 
leukocytosis, increased spinal fluid glucose. The resemblance to the 
humoral syndrome of electroshock is striking, though hyperprotidemia 
and hypercalcemia are lacking. The hyperprotidemia seen in electro- 
convulsion is replaced a hypoprotidemia as in electro-absence, hy- 
percalcemia by a hypocalcemia and the decreased potassium is replaced 
by an increased potassium; it is likely that the muscular work of shock 
is responsible for these modifications of protides, calcium and potas- 
sium, but its role is contestable in the humoral disturbances. These 
disturbances are amplified when insufflation of air is increased. 
It is likely that electro-absence does not lead to a diencephalic disturb- 
ance as powerful as in electroconvulsion and for the same reason elements 
observed after electroconvulsion are absent in its humoral consequences. 
We must point out here that the oliguric action on the polyuria of 
infundibulo-tuberal diabetes observed after electroshock as well as after 
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increased pneumo-encephalography, is also a proof of the relation of 
their central action. It is likely, moreover, that certain humoral dis- 
turbances of the biologic syndrome of the electroshock act as Hoff 
has thought regarding the biologic syndrome of pneumo-encephalo- 
graphy, through the intermediary of different endocrine glands which 
are controlled by the diencephalo-hypophyseal system. 

That is what we have tried to demonstrate with A. Soulairac first, 
with the help of the study of experimental variations of hyperglycemic 
shock in the rate whose suprarenales have been removed or submitted 
to different artificial endocrine disturbances; second, with the help of 
the study of modifications of the sexual cycle after electroshock. Study- 
ing in the rat the influence of the ablation of both suprarenales on the 
hyperglycemia of electroshock, we have seen that the hyperglycemia 
was less but continued to be produced; insulin does not prevent this 
hyperglycemia after the crisis, and atropine increases it; with the supra- 
renalectomized animal and under the action of insulin the electric epi- 
lepsy still provokes a clear hyperglycemia reaction. On the other hand 
with rats whose sexual cycle is short and permits an easy study of vag- 
inal smears the action of electroshock is characterized by a considerable 
increase of the periods of vaginal cornification caused by estral 
activity and the histologic examination can show the presence of the 
yellow bodies of excessive number and size; with the prepuberal ani- 
mals, electroshocks have led to a sharp hypertrophy of the size of the 
ovaries and follicules. These experimental observations are to be com- 
pared with the modifications of the sexual cycle observed in some clini- 
cal cases following electroshock, particularly with its remarkable action 
on certain amenorrheas. 


II. ELECTROSHOCK AND THE PSYCHOLOGIC MECHANISMS 


The psychotherapeutic action of shock can be systematized under 
two headings: the regulation of the mood and the regulation of the 
conscience. The former is manifested in the so-called psychothymic 
psychosis where the fundamental trouble concerns the basic instinctive- 
affective tonus, that is to say the mood; as in mania and depression 
where the excessive emotional reaction, sorrowful in one and euphoric 
in the other, conditions al] the rest of the clinical picture; as in certain 
schizophrenias where the deficient emotional reaction, atony of mood, 
leading to a profound defect of instinctive and emotional reactions, 
appears to be the initial trouble. The regulation of the conscience is 
observed in the confusional and dream-like psychoses and in all the 
gamut of hazy states which are produced by a dissolution of conciousness 
defined in its biologic sense of vigilance. These hypnoidal states, 
characterized by a deficiency of noetic activity with the liberation of 
dreamy automatisms are indeed similar to the different degrees of sleep 
and dreaming. They are hypnoidal states. 

By what mechanisms are the psychic transformations which 
electroshock causes, produced? Certainly the problem is far from 
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being definitely elucidated. But the data newly acquired from men by 
the clinicians and the neurosurgeons, from the animal by the experi- 
ments of decerebration, regarding the psychophysiologic role of the 
diencephalon or intermediary brain, allow one to forsee an explanation. 


The Thymic Action 

Mood is the fundamentally affective disposition, abundant in all 
the emotional instinctive reactions, which gives to each of our soul 
states an agreeable or disagreeable tone, oscillating between the two 
extreme poles of pleasure and of pain. To the extent that one con- 
trasts in the mental life a thymic sphere which contains the affections, 
with a noetic sphere which contains the representations, mood is the 
most elementary and the most general thymic phenomenon. 

There are psychoses characterized by a disturbance of mood. One, 
the manic-depressive psychosis, is a morbid exaltation of mood, a 
euphoric hyperthymia expansive and versatile during the manic phase, 
sorrowful, inhibitory and monotonous during the depressive phase. 
The other, the dementia praecox or hebephrenia is an atony of mood 
which becomes cold, neutral, indifferent, with progressive diminution 
of instincts, emotions and affections arriving at hypothymia. To a 
certain degree the disturbances of intellect and activity which are ob- 
served in these psychoses appear to be only the consequence of the 
fundamental thymic disorder. 

Electroshock exerts a remarkable thymic action and leads to a 
regulation of mood. Shock has a sedative action on the hyperthymias: 
it makes the sorrowful hyperthymia of the depression or the euphoric 
hyperthymia of the mania, and the intellectual and the motor disturb- 
ances into which they were translated disappear. This action, durable 
in the depression, where the electric-epilepsy breaks the cycle of the 
phase is often only transitory in mania where insulin-shock treatment 
is then needed. Shock may lead to a temporary inversion of the mood, 
transforming the depressive hyperthymia into a manic hyperthymia, 
and vice versa, before the return to normal. Shock has a stimulating 
action on the hypothymias. Associated or not with insulin-shock or 
fever, electroshock brings the dementia praecox patient out of his affec- 
tive indifference, and everything evolves as if a temporary awakening 
of instinctive and emotional sources of attention to life were assured. 
This stimulating action is frequent but, unfortunately the relapses are 
habitual and require repeated, prolonged and associated new treat- 
ments, which can lead in the most favorable cases to a durable stabili- 
zation. 

But, numerous clinical and experimental facts suggest the cerebral 
determinism of the thymic disturbances and show the role of the 
alteratigns, functional or due to a lesion, of the diencephalon. 

From the clinical viewpoint, hyperthymias and hypothymias are 
associated with a remarkable frequency with symptoms indicating a dis- 
function of the diencephalo-pituitary region. For example, when we 
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see in a young girl soon after puberty, an hypothymic state with a pro- 
gressive indifference in her affect, associated with cessation of her men- 
ses, insomnia, disappearance of elementary instincts, neurovegetative 
disequilibrium, hypothermia, sudden modifications in the weight and 
hydrophilous capacity of the tissues, disturbances in the metabolism of 
the glucides and lipides, and a decrease in the basal metabolism, we are 
tempted to analyze separately the interactions of each of these symp- 
toms, without thinking that they may be the result of the same central 
disorder. Diencephalic lesions appear to be the generators of hyperthy- 
mias and hypothymias. It is so in the basillary encephalitis with hypo- 
thalamic localization, as the encephalitis lethargica, and one knows the 
postencephalitic manias, depressions and hebephrenias. It is so in the tu- 
mors of the third ventricle and of the pituitary gland, with their reper- 
cussion on the hypothalamus. These observations, however, are re- 
lated to the thymic syndromes in the exogenous illnesses, but not in the 
two major endogenous psychoses, manic-depressive psychosis and de- 
mentia praecox, in the origin of which one cannot find any toxic infec- 
tious or humoral factor, but only a particular constitution. Though 
damages of the nucleus of the grey substance of the hypothalamus has 
been noted in the autopsy of such patients, one has to acknowledge that 
usually anatomic explorations remain negative in these two dysrhyth- 
mias of the mood. One can think of a functional disorder and not of 
the presence of a lesion in the centers of regulation of the diencephalon, 
inherent in the psychobiologic constitution of these subjects and, which 
can be transmitted by heredity. That is why it is of greatest interest to 
search systematically among these dysthymics for signs of a dien- 
cephalopituitary dysfunction not only during the crisis but during the 
entire biologic evolution of these patients. 

These clinical facts are suggestive, but not conclusive. However, 
the data obtained by the experiments on animals, especially when com- 
pared to the experiments on human beings, performed by neurosurgery, 
give us similar results. The early experiments of Goltz and Rothmann, 
of Schaltenbrand and Cobb, of Dusser de Barenne, have demonstrated 
that decerebrated dogs and cats continued to display the entire 
gamut of emotions. In 1927 Cannon and Britton have observed that 
in an animal, whose subthalamic cerebral formations have been sec- 
tioned, the emotional reactions, for example anger or “sham rage”, were 
still present. Under an irritating stimulus a thalamic dog snarls, puffs, 
arches his back, spreads the claws of his paws, seeks to scratch and 
to bite. On the other hand it presents the whole sympathetic manifes- 
tations of the great emotional shock: horripilation, sweat of the paws, 
pupillary dilatation, increase of the blood pressure, hyperglycemia. P. 
Bard, Cannon’s pupil, showed that the main area of the emotional 
manifestations was not the thalamus but the hypothalamus. In fact 
when one destroys the thalamus, these manifestations continue to be 
produced, but they are abolished as soon as the hypothalamus is in- 
jured. A more precise localization of the concerned hypothalamic area 
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has been described by Bard and Rioch and confirmed by Hinsey and 
Ranson who, by electrical stimulation of the anterior part of the hypo- 
thalamus have reproduced the entire syndrome of the “sham rage.” 
These experiments based on the expression of anger, were repeated by 
P. Bard for the expression of fear and for other emotional bodily ex- 
pressions. 

Among the neurosurgeons, Foerster and Gagel have for the first 
time reproduced experimentally in man the entire manic syndrome, 
with its hyperthymic euphoria, its emotional exuberance, its flight of 
ideas and its logorrhea, by operating on the hypothalamus. And these 
results have been confirmed so satisfactorily by other neurosurgeons 
that Ranson concluded: a “manic state can be obtained by a mechani- 
cal stimulation of the oral part of the hypothalamus in man and cannot 
be reproduced from another point.” Grinker has studied the hypo- 
thalamic anxieties provoked during the surgical interventions on the 
base of the brain. It is proper to compare these data of the cerebral 
surgery with those obtained by use of the pneumo-encephalography 
which affects electively the hypothalamus. We have very often ob- 
served a considerable, but temporary, modification of the mood, seda- 
tion of the hyperthymia, stimulation of the hypothymia, inversion of 
the thymic state, after pneumo-encephalography; some observations 
showing the disappearance of a depression after insufflation of the air in 
the cerebral ventricles are particularly significant. 


The Noetic Action 

The noetic action of electroshock is usually subordinate to its 
thymic action (thus e.g. the manic and depressive delusions disappear 
when the hyperthymia which conditions them disappears), but in a 
whole series of cases the noetic action is primary and exerts itself with- 
out the intermediary of thymic manifestations; this action seems to be 
intimately bound to an effect on the hypnotic function which regulates 
the passage from the state of sleep to the state of sleeplessness. 

From the psychophysiologic point of view consciousness is synony- 
mous with vigilance and not with cognition. To be asleep, is to be 
unconscious; to be awake is to be conscious, and if it is true that “to 
sleep is to be disinterested,” the different degrees of consciousness are 
nothing but different degrees of attention. Consciousness is a bio- 
logic function, the vigil function. 

The name confusional-oniric states, designates the entire 
gamut of crepuscular states going from stuporous or simple 
mental confusion to the pure oniric state, comparable to the states in- 
cluded between sleep and dream. Here the jacksonian law of dissolu- 
tion imposes itself in its entire rigor: the negative aspect of dissolution, 
that is to say sleep or confusion, corresponds to liberation of normally 
inhibited psychologic instances namely dream or onirism which are the 
positive aspect of dissolution; a profound mental confusion corresponds 
to an oniric state vaguely sketched; a mild mental confusion corre- 
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sponds to a nearly pure oniroid state. In all these cases, from the 
quasi-comatous stuporous mental confusion to the delirious attacks, 
electroshock has a remarkable action which manifests itself both upon 
the negative element, confusion and positive element, onirism. To the 
extent that it dissipates confusion, it helps in the disappearance of the 
onirism. The action of shock on hyponoidal states is therefore com- 
posed of these two complementary aspects, on one hand a return to clear 
consciousness and consecutively the resumption of noetic activities, on 
the other hand a disappearance of onirism and subconscious automa- 
tisms. It reestablishes the normal functioning of the consciousness, 
namely a dynamic rhythm of supple oscillations all along a gamut of 
ascents and descents, of contractions and expansions, of systoles and 
diastoles, of vigilances and somnolences. 

Whatever the etiology of mental confusion may be, infectious or 
toxic, traumatic or tumoral, epileptic or hysterical, due to a lesion or 
reactive, the mode of action of electroshock is always the same, 
because it affects the psychopathologic structure of the syndrome 
and not on the disease. There exists an entire series of dissolutions of 
the consciousness where the therapeutic action of electroshock could not 
be utilized, either because the dissolution is too profound (as in 
coma) or too short (as in narcolepsy), or because there exist cere- 
bral lesions which renders its action transitory and useless. But even 
in this latter case, it is curious to notice that electroshock can have a re- 
markable action on confusion, signs of which, it is true, recur rather 
soon because of the persistance of the causative lesion. It is as if one 
awakened the patient for few days after which he falls back into his 
stuporous state. 

The relations between the vigil function and the diencephalon 
are established by clinical and experimental facts. 

The anatomoclinical method shows that all varieties of dissolution 
of consciousness, from coma to onirism and from absence to narcolepsy 
can be produced by traumatic, toxic, infectious or tumoral lesions of the © 
hypothalamus, e.g. in epidemic lethargic encephalitis, typhus en- 
cephalitis, syphilis of the infundibulum tubae uterinae, optic-chiasmic 
arachnoiditis. It may also be caused by tumors of the third ventri- 
cle, generators not only of hypersomnia but of crepuscular states with 
somnambulism and vigilambulism as Adler, Kleist, Lhermitte, Potz], 
etc., have observed. The surgical interventions to remove these tu- 
mors have permitted neurosurgeons, like Penfield and Clovis Vincent, 
to notice the sudden loss of consciousness during the operative manipu- 
lations on the floor of the third ventricle, consciousness being extin- 
guished as, in the apt phrase of Cerletti, “. . . the flame of a candle that 
one blows out.” Inversely we have seen disturbances of consciousness 
in mental confusions disappear by insufflating air in the cerebral ventri- 
cles and obtaining a ventricular hypotension. 

Different workers have reproduced sleep by the diencephalic ac- 
tion of several pharmacodynamic, electrical and mechanical agents, such 
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as Demole, Cloetta and Fisher, Marinesco, Sager and Kreindler, Bru- 
nelli, Yoshihara’s experiments based on injection of metallic ions in the 
hypothalamus; experiments of Hess obtaining sleep by passing an 
electric current through the hypothalamic area; experiments by Ber- 
green and Moberg, Ito, Ranson and Magoun, localizing sleep in the 
posterior part of the hypothalamus. But as Harrison has well showed, 
what one so localizes is not a hypnotic center but a vigil center, the 
excitation of which produces insomnia and depression or the lesion of 
which produces hypersomnia. 

These data are valid for all dissolutions of the consciousness. On 
the basis of important experimental study on coma inspired by Clovis 
Vincent, Guy Tardieu concludes: “Coma is a syndrome due to the 
alteration of the mesodiencephalon.”; likewise for loss of consciousness 
in epilepsy. W. Penfield was the first who after trying in vain to find 
on a level with the cortex, an area the excitation of which would en- 
gender epilepsy-coma, has noted one in the course of interventions on 
the diencephalic region; said conclusions were confirmed by Clovis 
Vincent and Petit-Dutaillis. The study of epilepsy-coma produced 
by electroshock confirms these data and Cerletti’s works on the mech- 
anism of the loss of consciousness in electric-epilepsy have duly estab- 
lished its diencephalic pathogeny. But the immediate and total disso- 
lution of the consciousness constitutes the major phenomenon of the 
epilepsy-coma crisis, the convulsions representing a secondary and ac- 
cidental phenomenon of motor-liberation. 

Analysis of the physiologic and psychologic action of electroshock 
leads us to think that it exerts itself, at least in part, through the 
medium of the diencephalon. Situated at the union of the vegetative and 
nonvegetative nervous systems; in close connection with the hypophysis 
and through it with the entire endocrine system, the diencephalon repre- 
sents a neuro-endocrine crossroad which plays an important role not 
only in the mechanism of neurovegetative and endocrine functions, but 
in the mechanism of psychic functions. In 1912, Jean Camus had 
come to the conclusion of the existence in the diencephalon of an appa- 
ratus regulating the psychic functions. “Just as each organ has its regu- 
lating system, so the brain has its own that lies in the mesencephalon.” 
Numerous clinical and experimental data have since permitted the 
verification of this hypothesis, but it is preferable not to accept it in too 
literal and narrow a manner; it must be interpreted as a function of the 
cortico-basilar interactions, for the mechanism of the mood as well as 
for the mechanism of the consciousness. 

In the animal deprived of its cortex, the diencephalon represents 
the highest level of organization of instinctive and emotional drives; 
here the oscillations of the mood are closely dependent on elementary 
exigencies of needs and protective defenses. But, as the cortex develops 
and representation inhibits and limits affect, the cerebral cortex plays a 
more and more considerable role in the mechanism of mood, interfering 
in particular by the inhibitions of the impulses and permitting, by a com- 





Electro-Shock and Psychophysiological Mechanisms 573 


plex mechanism, the appearance of pleasure and of sorrow which no 
longer depend on the sphere of instincts only. Beside an elementary 
and automatic regulation linked to satisfaction or nonsatisfaction of 
needs, an intellectual and voluntary regulation intervenes. In man, 
the diencephalon which brings to the cortex neurovegetative, humoral 
and hormonal stimulations, also plays an animating role and reciproc- 
ally the cortex plays an inhibitory role. The diencephalon is the point 
of departure for impulses, the cortex for inhibitions. That is to say 
that in the central mechanism of a disorder of mood it is proper to con- 
sider the role of the base and of the cortex of the brain. 

It would likewise be completely erroneous to localize in the dien- 
cephalon a “center of consciousness” and to pretend that the disturb- 
ances of consciousness depend solely on this level of the neuraxis. To- 
day the majority of physiologists define sleep as a cortical inhibition of 
diencephalic origin. Loss of consciousness as such is cortical but its 
origin is diencephalic. This conception is concordant with the most 
recent data of electrophysiology, e.g. both of electro-encephalography 
(Bremer) and of Lapicque’s chronaximetric school (Chauchard). 

After the cortical stage, which concerns relations between psychic 
functions and the cortex of the brain, follows a basilar stage. One 
reaches thereupon a third stage which concerns the cortico-basilar and, 
in particular the frontodiencephalic interactions. Experiments such as 
those made by Clovis Vincent reproducing edema of frontal lobes and 
permeability disturbances of the cortical cells due to the stimulation of 
hypothalamus; those of Grinker and Serota, showing considerable 
changes of electrical potential in the cortex under the influence of dien- 
cephalic action; and finally the results of lobotomy, an operation which 
cuts the cortico-thalamo-hypothalamic connections, permit us to see 
these interactions in a new light. Whatever the part of diencephalon 
in the modifications of mood and consciousness following electroshock 
may be, these changes involve a constant reference to the reciprocal 
relations of the cortex and the base of the brain. It is not the least 
interesting phase of the study of electroshock that it leads to this 
fundamental problem of psychophysiology. 
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THERAPEUTIC USE OF DEPRESSION 


IzETTE DE Forest, B.A. 
Marlborough, N. H. 


Manic-depressive psychosis gives hint that in the emotional con- 
dition of depression the element of euphoria is ever present as an alter- 
native. If we subscribe to this theory, we must admit that in the case 
of involutional melancholia or of depression, where the manic phase 
is apparently absent, it persists in the unconscious realm. That this is 
probable is substantiated by the further suggestion that in manic- 
depressive psychosis the state of depression precedes that of euphoria 
and therefore actually takes precedence; is the basic condition. It is 
not a question of which comes first, the hen or the egg. The manic state 
is in all probability a reaction to that of depression. 

This thesis gives us pause. Why should elation succeed depression 
and not vice versa? There must be a purposeful basis for this progres- 
sion. I wish to suggest that the euphoric condition is a therapeutic at- 
tempt by the total organism. As fever is an endeavor by the organism 
to rid itself of destructive infection, to defeat an hostile external at- 
tack, so euphoria is a feverish endeavor to defeat an emotional state of 
self destruction, of despair, induced by circumstances external to the 
sufferer. 

It is well-known that depression symbolizes in its singleness, in 
its seeming simplicity, manifold wishes and impulses, of which its pos- 
sessor is unaware. It expresses impotence, defeat, helplessness, self 
devaluation and self destruction. It simultaneously expresses a de- 
mand for sympathy, at the very least for attention. It also expresses a 
passionate but indirect aggression, revenge and hateful counter-attack. 
In words it can be thus paraphrased: “You do not love me, you do not 
value me, you are annihilating me. Very well! I will be what you 
demand. I will play myself false and in so doing I will show you what 
a mess you have made of me. Then you will be sorry. By this mess 
that I let you make of me, by my self betrayal, I will shame you and 
force you to eat your words, to repent and to take care of me.” 

This is a vicious circle, as are all neuroses and psychoses. By the 
yielding of the sufferer to external power he is in partnership with his 
own defeat; he is now guilty toward himself. Self destruction becomes 
an essential program for him, not only as an attempt to cancel his guilt 
by self punishment but mainly as proof of the cruelty of those in power. 
He may indeed succeed in arousing their attentive concern. This, 
however, is a poor substitute for the loving care which is necessary 
for growth. This need for love he forces himself to disregard and in 
this disregard he deceives himself, he pretends that it is unessential. 
Yet it is the one and only milieu which he must have for happy 
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existence. So again by his own admission he finds himself unloved, 
unvalued, stultified and must recommence the cycle. Nothing has been 
achieved except by indirection. This is indeed a self betrayal. Only 
guilty despair can result. 

Because depression is indirect in its destructive expression toward 
external forces, in reaction to the invasion of these forces, it is un- 
natural. In its indirection it can itself be called a foreign substance. 
It has no healthy place or healthy purpose in the organism. It can be 
compared to a cancerous growth. The extraordinary recuperative 
power in living organisms is, however, at war with all foreign bacilli, 
all foreign invasion. This power ceaselessly carries on a struggle for 
self preservation. Therefore the constant insistence on continuing life 
must find a weapon with which to overcome the invader. Some 
natural force must be found to conquer the emotional state of depres- 
sion, a state resulting from external intrusion. The self-evident force 
is an emotional state that is the very opposite of depression, that in its 
nature opposes it; this is mania or euphoria. 

The manic state denies all validity in despair. In its feverish ten- 
sion it insists on the happiness, the exultation, the power of its possessor. 
It denies the power of those in the external environment. It denies its 
owner’s helplessness; it attempts to prove his happiness and success; it 
insists upon his value and upon his ability to exist independently of 
others. 

In both states there is self deception and this is the very “fly in 
the ointment.” In depression, the sufferer persuades himself that he 
was forced by external circumstances to yield his integrity. In euphoria, 
he persuades himself that he never really yielded this essential element. 
Both are untrue. He did, in the face of a powerful environment, but of 
his own choice, yield his very essence. Because he is unable to admit this 
truth he must constantly swing from one extreme of untruth to the 
other. 

Psychotherapy has, as one of its many essential tasks, the oppor- 
tunity to correct the falsehood in both the depressive and the manic 
states. How to assist the patient to recognize these self deceptions is the 
problem. Rational interpretations are not sufficient; for the patient 
cannot accept them. He has dedicated his emotional life to these con- 
flicting issues. If he now admits his past guilty behavior toward him- 
self and toward those in power over him, his tendency is to find refuge 
in the self deception of euphoria. If he admits the false elements in his 
euphoric mood, he is plunged into despair. What is the therapist’s 
opening wedge? 

These alternating moods, whether succeeding each other or ex- 
pressed singly, entirely engulf the sufferer. Differing from such neu- 
rotic or psychotic symptoms as bodily ills, phobias, obsessions or com- 
pulsions, they are not isolated moments of pain or discomfort or fear, 
not isolated thoughts or acts; they are instead complete, and often con- 
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stant, emotional conditions which in themselves may initiate any of the 
more specific symptoms. It would therefore seem that the most effective 
therapy would be to deal with the absorbing mood in toto, rather than, 
after breaking it down into its detailed forms of expression, to attempt 
to dispel the mood by dispelling the symptoms. If this thesis is correct, 
it becomes necessary to choose which of these destructive states is of 
primary importance for the therapeutic attack. The method of attack 
must also be decided upon. 

Exaggerated expression of emotions can be eased by assisting the 
patient to develop a greater reality sense, by replacing the element of 
exaggeration with a beneficial and real substitute. But emotions which 
are false in themselves, as are euphoria and depression, must be totally 
renounced in favor of true emotions, those appropriate to a given per- 
son in given instances or experiences, that are appropriately aroused by 
given stimuli. Inappropriateness cannot be outlawed by reason. It 
must be fully sensed, emotionally experienced. To do this the patient 
cannot afford to alleviate his moods by opposing depression or euphoria 
with the other, as was his previous custom. This would be to alternate 
two inappropriate emotions, never quite giving in to either, and there- 
fore never sensing the complete falsity of either. He must instead 
be willing to give up this incessant battle and to yield the victory to 
one of the adversaries. Armed with confidence in the therapist, he 
must make this decision as a constructive act, with his own benefit in 
view. 

To which of those two moods shall he grant the victory? There is 
no doubt that elation is more welcome than depression. Elation, how- 
ever, cannot be visualized as an arch enemy. Depression is inevitably 
and intrinsically this enemy in his most threatening form. These facts, 
in their very nature, present, therefore, no choice at all. It is the de- 
pressed state that, in the yielding to its intensity, must be used to fight 
itself, to induce its self destruction, to eat itself up. The chief character- 
istic of this emotion is destruction; self destruction and the indirect 
destruction of others. It may be that this very characteristic makes it 
possible for depression to also destroy itself; to consume itself; to re- 
duce the emotional condition of the victim to a comparative blank, to a 
state of receptivity. 

Entrance can then be allowed to emotions that are appropriate, 
are true to the patient’s nature. Elation can no longer fill the bill; 
for it, too, is exaggerated and false. Weakened by the experi- 
ence of yielding to depression, the sufferer cannot force himself 
to the old therapeutic attempt of elation. He can but devote himself 
to the natural process of recuperation. As in physical illness, he must 
wait for nature to take its course, in faith that health will result. 

The therapist, cooperating with the patient in his choice of instru- 
ment and method of attack, must allow him the privilege of indulg- 
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ing himself in the depressive condition. His emotional strength, in the 
course of therapy, eventually permits this indulgence to its full degree 
without the danger of suicide. This is possible because the patient’s 
trust in the cherishing of his therapist has been firmly established. He 
has learned that the therapist is not the cruel and self-willed person by 
whom he had been confronted in his childhood. He recognizes that 
he is standing by him as he sinks into hopelessness. This means that 
he himself is essentially not hopeless; but has the hope that by yielding 
to his original pattern of despair he may gain insight. He may learn 
from this bitter re-experiencing why he did in truth yield his integrity 
in face of cruel opposition. 

Needless to say this submitting to deep depression cannot be a 
single experience; but must be the result of increasingly frequent at- 
tempts to succumb to such an emotional condition. That the patient 
finally yields is due to his confidence in the therapist’s loyalty and in 
their mutual wish for his health. He submits to this operative procedure. 
He may at first, and often, suspect the therapist’s aim; but with 
growing trust and insight, he recognizes the belief that together they 
are pursuing a healthful program, one of liberation for him from his 
neurotic cycle. The patient’s eventual willingness to give himself up 
to his extreme sense of despair can be compared to the willingness of a 
surgical patient to submit to anesthesia. He believes that he will awake 
to find himself on the new road to health; that he will be delivered 
from the curse of ill-health, of unhappiness in living. 

As the patient voluntarily sinks into depression, allows this con- 
dition to have its way with him, he is upheld in a new belief that he will 
find the truth about himself. It will no longer be possible for him to 
deceive himself, for he is certain that at last and at least in the eyes of 
his therapist he is of essential value. This confidence enables him to 
relax into the experience of his childhood. What, as he reviews it with 
adult eyes, did actually happen? 

Through his new attitude he sees by way of his depression the 
factual experiences of his infancy; the fears, the disillusions, the self 
protections. He recognizes the disappointments, the anger, the impo- 
tence in expressing this anger, the need to be acknowledged in his own 
validity. He blames the significant persons of his childhood; he also 
accepts his submission to their power as a self betrayal. 

From this re-experiencing of himself as a child, he can understand 
and sympathize with himself in his euphoric refusal to admit the con- 
dition of being unloved in his insistence that all is right in this best of 
all possible worlds. He appreciates his self-preservative attempts in 
both depressive and manic moods. He comes to acknowledge that his 
obsession with these extreme and opposite states is also an insistence 
that he be delivered from this unwholesome concern with the cruelty 
of others. 

There results a realization that he must in fact deliver, must save 
himself. No euphoric mood will accomplish this self rescue, for it, like 
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his depression, is false. He must come down to earth and see himself 
as an individual like all others, struggling to find his own worth, his 
particular value as a human being; and as such, his value to himself 
and to mankind. 

This willingness to relax into havesine i in its extreme expres- 
sion and in company with the therapist, allows an insight never before 
realized. The chance to safely review his infantile experience of rejec- 
tion breaks the vicious circle of his neurosis; for he is, in this therapeutic 
opportunity, secure in the tender care of his therapist. He has learned 
to be certain of his therapist’s evaluation, of his therapist’s recognition 
of him as a person of integrity and capacity, and hence to acknowledge 
to himself his own value. There is no longer a need for self betrayal in 
indirect vengeance; no longer a need for false exultation. 
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PSYCHOSOMATIC AND RORSCHACH ASPECTS OF 
STUTTERING. 


Ferdinand R. Pitrelli, Central Islip State Hospital, Central Islip, 
N.Y. Psychiat. Quart. 22:175-94, April 1948. 


This is a preliminary report of a comparative study of nonpsy- 
chotic stutterers, psychotic stutterers and psychotics who were formerly 
stutterers. No single factor was found to be responsible for the stut- 
terer throughout a large series of cases studied. Fright, endocrine dis- 
turbances, oral¢fixation, constitutional predisposition, failure to resolve 
the oedipal situation was found to be present simultaneously in most 
cases. The multiplicity of causal factors has led to a corresponding 
variety of therapeutic efforts. Cures have been infrequent and at times 
improper methods of approach have led to disastrous results. This is 
especially true where hypnotism has been employed without the proper 
selection of patients. 

The study made upon psychotics who were formerly stutterers was 
motivated by the belief that stuttering ceases when there is a reintegra- 
tion of the structure of the personality at a different level. The series 
studied justified this assumption on the part of the author. Psychotic 
stutterers, quite strangely, are almost absent from the populations of 
state hospitals. Seven thousand patients in Central Islip State Hospital, 
New York State, for example, revealed only 20 stutterers. Apparently 
concealed anxiety is released when a psychosis is developed. Nonpsy- 
chotic stutterers revealed through Rorschach technic that the funda- 
mental disturbance of which it is a result pervades all the psychobio- 
logic levels of the personality organization. 

Several cases have been cited by the author as illustrated mate- 
rial. Rorschach Protocols accompany these citations. The conclusions 
reached by the author, especially through his study of the nonpsychotic 
stutterer, is that all levels of the personality structure are affected 
simultaneously and that stuttering is symptomatic of a character neu- 
rosis involving a wide range of biologic, social and psychogenic factors. 
Fundamentally the condition is a defense against the coming into 
awareness of repressed instinctual urges. The Rorschach findings cor- 
roborate closely clinical evidence. 31 references. 
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PSYCHOPATHOLOGIC ATTITUDES OF FRUSTRATED 
PREVIOUSLY EMPLOYED MOTHERS TOWARD THEIR 
OFFSPRING. 


Irving L. Berger, Henry Phipps Psychiatric Clinic, Johns Hop- 
kins Hospital, Baltimore, Md. J. Nerv. & Ment. Dis. 108:241-49, 
September 1948. 


Women have found an emancipation from social restrictions and 
economic dependents to the extent that time and means are at their 
disposal for many outlets of satisfaction. Housemothers are resenting 
the restrictions of monotonous household duties and the humdrum 
existence engendered by Jack of proper recreational outlets. The 
mother searches for evasions of the responsibilities of the home. Often 
there is a feeling that they would like to return to their former interests 
and associates. The author has endeavored to analyze some of the 
factors involved in such a situation especially where there are children 
in the family. 

A series of 22 women studied showed that the mothers attempted 
to compensate for their marital frustrations through displacement of 
their work attitudes upon the child. In some instances the child’s ar- 
rival was looked upon as something of a trap which prevented the 
mother from ever regaining her former freedom. She would make firm 
demands for conformity upon her children to which the children, of 
course, would respond by rebellious behavior. In some instances the 
spirit of the child would be broken and he would become excessively 
shy. The perfectionistic attitude of the mothers often led to an out- 
ward poise on the part of the child who seemed incapable of expressing 
affection or personal warmth. Underneath, however, the child would 
be undergoing conflicts upon which frustration, hostility and defense 
reactions would be built up. It was only a question of time when 
these became explosive. Many of these symptoms were converted into 
psychosomatic disorders such as constipation, soiling, vomiting and re- 
fusal of food. 

The tendency on the part of the frustrated mother would be to 
express all of her dissatisfaction upon the first child. These would be 
coercive and disciplinary in nature. The advent of the second child 
frequently led to a softening of attitude in which indulgence and self 
sacrifice in the interest of the child resulted. The sex of the child may 
in itself become the fulfillment of a wish on the part of the frustrated 
mother. Usually the desire was for a male child. Frustration on the 
part of the father leading to austere and perfectionistic attitudes to- 
wards the children were found to be especially damaging. 6 references. 
2 tables. 











Abstracts from Current Literature 581 

ON THE USE OF MENTAL TESTS FOR THE MEA- 

SUREMENT OF DISABILITY AFTER HEAD INJURY. 

WITH A COMPARISON BETWEEN THE RESULTS OF 

THESE TESTS IN PATIENTS AFTER HEAD INJURY AND 
PSYCHONEUROTICS. 


Geoffrey Tooth. J. Neurol., Neurosurg. & Psychiat. 10:1-11, 
February 1947. 


Differential testing was employed as early as 1878 in the study of 
aphasics. The literature since that time has brought increasing evi- 
dence that psychologic testing may be of strong support to clinical find- 
ings. The present study was made up of 100 Naval officers who had 
been admitted to the hospital with a diagnosis of postconcussional 
state. There were no cases of cerebral arteriosclerosis, alcoholism or 
contributory organic conditions. The clinical findings were 21 per cent 
focal cerebral palsy, 9 per cent paresis of limbs, 4 per cent posttraumatic 
epilepsy, 2 per cent posttraumatic diabetes, 1 per cent posttraumatic 
parkinsonism. The most prevalent symptom was disturbance of mem- 
ory and headache. As controls, convalescent patients were chosen from 
the surgical wards and were adjudged to be normal. The battery of 
tests chosen included the Bellevue-Wechsler, vocabulary test, compre- 
hension, similarities, arithmetic, digits, Kohs blocks and sorting tests. 
This battery it must be noted, would not be considered adequate selec- 
tion for clinical psychology under the present circumstances. Fifty 
neurotics were chosen as a basis of comparison against the head injury 
cases. Great care was taken in the selection of the 50 neurotics. 

The head injury group gave the most abnormal tests responses. 
The subjective disturbance of memory, irritability and headache con- 
stituting the most prevalent symptoms of this group, undoubtedly 
undermined the validity of the tests. Minor degrees of aphasia would 
likewise have a reaction in the results. The intellectual sphere not only 
was effected but there were emotional disturbances indicated by pre- 
occupation and inhibition. The findings in the case of hysterics more 
nearly approximated those of the head injury group than in any of the 
series studied. The author postulates that cerebral damage gives the 
specific features of these differential tests and lends support to the 
theory that hysteria may be determined by purely physical factors. At 
least the author finds a common factor in the two groups. 42 refer- 
ences. 10 tables. 


Psychotherapy 


PSYCHIATRIC PROBLEMS OF ADOLESCENCE. 


George J. Mohr, Chicago, Ill. J. A. M. A. 137:1589-92, Aug. 
28, 1948. 


The discussion was limited to the emotional and social develop- 
ment of the adolescent. Four types of disability were discussed: (1) 
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physical disability, (2) somatic disturbance; (3) conflict with author- 
ity; (4) anxiety states. So much is encountered of mental attitudes 
toward physical disabilities, especially those which have resulted from 
military service, that one is inclined to overlook the fact adolescents as 
a class have a great capacity to deny the existence of any disability 
whatsoever. Adolescents may refuse to admit they are physically in- 
ferior to any of their associates. The opposite reaction may prevail in 
which the disability is capitalized and the individual resorts to a feel- 
ing of self pity and a consciousness of inferiority. Intellectual achieve- 
ment may be developed as a defense reaction. Accompanying anxiety 
state is the source of much trouble to the patient. 

Somatic disturbances tend to localize themselves to the gastro- 
intestinal field. The obese girl who feels that she can never be attrac- 
tive has a particular problem of adjustment to a social and sexual life. 
Overeating may occur as a regressive action when sexual strivings have 
to be repressed. Obesity may serve as a defense against the need for 
exposure to mature sexual life. The opposite side of the picture is 
that of nutritional deprivation of which anorexia nervosa is the most 
serious manifestation. In the adolescent girl, pregnancy fantasies may 
give rise to defense reactions which delay the maturity of the individ- 
ual. In a neurotic adolescent, recourse to illness such as food depriva- 
tion may amount to almost a suicidal threat. 

The family relationships may be the source of much difficulty 
among its adolescent members. Conflict with authority may be due to 
unsuccessful resolution of the elements of the oedipal situation. The 
adolescent feels insecure, is distrustful of his parents and in his failure 
to find a satisfactory mother and father image, there may be sullen 
withdrawal, hostile attitudes and resentful outbursts based upon an 
insecure family background. Anxiety states are very prevalent among 
adolescents as well as adults. Nearly all have their background in the 
family situation itself. The adolescent individual who by nature is ex- 
tremely sensitive to ridicule, may develop an anxiety state as a result 
of sexual misadventures and maladjustments. He is ill-prepared for 
the sudden role thrust upon him of adjusting himself to social life, the 
adoption of an active sexual role and the selection of a career. Many 
doubts are engendered and he cannot feel that he can entrust his prob- 
lems even to the members of his own family. It is the basic situation 
of emotional and social insecurity. 

Psychotherapy should be made available to adolescents. The in- 
dividual should not feel in any sense of the term he is a mental case. 
The approach can best be made on a consultation level in which the in- 
dividual seeks the advice at his own behest. 2 references. 
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PRACTICAL METHODS OF GROUP PSYCHO- 
THERAPY. 


J. Robert Jacobson, Territorial Hospital, Kaneohe, Oahu, T. H. 
Psychiat. Quart. 22:270-86, April 1948. 


The utilization of this form of therapeutic technic makes it possi- 
ble for the patient to recapture a socializing creative unconscious force, 
hitherto given over to hostile, depressive patterns constituting his ill- 
ness. He learns to cooperate with others, becomes expressive and shows 
a marked ability to concentrate, which permits him to trace his way back 
to normality. It is integrated volitional effort which becomes a routine 
part of the daily functioning of his life. Each class becomes a study in 
personality. Each member of the group participates in this study. 
The past is explored, not for the purpose of criticism but rather to pro- 
vide material upon which to build the future. The ability of the 
therapist to maintain the attention and concentration of his group is a 
marked challenge. He cannot expect to deal successfully with others 
unless he has learned to control his own attitudes and moods. Further- 
more, he must become expert in developing group pressure, to cushion 
its severity and to bring about a leveling process which will permit 
each individual in the group to participate with the greatest ease. The 
author emphasizes the value of reading exercises. Every effort should 
be made to nullify the mood which each patient brings to the class in 
its beginning. Reading is a simple method to gain attention and to 
nullify depressive moods. No effort is made to bring about compli- 
cated psychologic analysis. The approach is simple and made with the 
objective of bringing about a recollection of the normal experiences of 
youth. The individual is taught to participate again in the group 
struggle. Barriers which ordinarily keep people apart must be broken 
down. The device of permitting each patient to conduct the class 
brings with it a certain amount of self assurance. Much is to be gained 
by constant reiteration of ideas so that the patient gradually begins to 
talk and think about facts as they occur. In the succession of weeks, 
the members of the group come to know each other and to feel a sense 
of solidarity which is one of the main objectives of group therapy. 


Psychoanalysis 


THE EFFECTS OF SHOCK TREATMENT ON THE 
EGO. 


John Frosch and David Impastato. Psychoanalyt. Quart. 17: 
226-39, April 1948. 


The routine observed by shock therapists in making observations 
of the patients, before, during, and after shock treatment, has yielded 
much data of a physiologic nature. Scarce comment is made, however, 
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as to the reaction of the patient mentally to the experience through 
which he has passed. Since the ego is a psychologic function that re- 
lates the mental life of the individual to reality, obviously a study of 
ego function during shock treatment and thereafter is a matter of con- 
siderable importance. A major effect of repeated shock treatments is 
a complete dissolution of the ego. After each treatment the ego boun- 
daries become more diffused and result in a loss of definition between 
it and reality. The ego makes an attempt to achieve its previous level 
of development but many times is unsuccessful and must remain at an 
archaic narcissistic level. Disintegration of the ego-defenses results. 
The patient becomes much more vulnerable to assault both from within 
and without. Reintegration is necessary for the individual becomes 
incapacitated for dealing with reality. It has been noted, that the ego 
will attempt to bring this about and is to a degree successful where a 
fairly long interval between successive shocks permits a resting period. 
Disintegration of the ego of course brings about a condition of anxiety. 
There may also occur a series of regressive retreats to more primitive 
lines of defense in an attempt to wall-off attacks upon the ego, so that 
it may get a chance to recuperate and reintegrate in much the same way 
as in the processes of physical disease. Regressive defenses give an 
opportunity for reintegration but the implication is that process might 
be aided by preventing the patient from receiving additional shocks and 
by the securing of a period of rest. A case is cited and analyzed by the 
author. 


Sociology and Anthropology 


TWIN STUDIES ON THE PSYCHOPATHOLOGY OF 
SUICIDE. 


Franz J. Kallmann and Mary M. Anastasio, New York State Psy- 
chiatric Institute and Hospital, New York, N. Y. J. Nerv. & Ment. 
Dis. 105:40-55, January 1947. 


Material of the nature indicated in this study is rather rare so that 
deductions made upon a large series is impossible. One must speculate 
to some extent as to motivations and to rely upon comparative studies 
of single suicides to a larger extent than is ordinarily valid. The suicide 
rate of singles in cities exceeds that of rural districts, the sex distribution 
being about equal. The rate is considerably higher among whites than 
among Negroes. In some races suicide constitutes a social obligation, 
for example, hara-kiri among the Japanese. 

From a psychiatric point of view the suicidal individual is in a de- 
pressional state with self-deprecatory ideas of guilt and severe reac- 
tions to loss of a love object. In other words, a suicidal act is an ag- 
gression which is introjected and which leads to a regressive break 
with reality in order to annihilate some hated object. Fundamentally, 
the suicide wants some other person to die. Many suicides are actually 
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suffering from psychoses of which about 70 per cent are manic-depres- 
sive. Those without mental disorder undoubtedly are psychopathic 
and are reacting to various forms of stress. 

Several cases of suicides among twins are cited by the author. In 
most instances the suicide of one twin was followed closely thereafter 
by the death of the other by some cause other than that of suicide. The 
psychologic results of suicide of one twin upon the remaining member 
of the set in each instance proved to be profound. Only one instance 
is quoted where the remaining twin lived until the age of 70 and 
finally readjusted to his loss. The conclusion is reached by the author 
that suicide pacts among monozygotic twins is rare despite the similar 
types of personality and cultural setting. The author offers the sug- 
gestion that sibling rivalry may constitute a very powerful motive for 
the destruction of one of the members of the pair because of the es- 
pecially competitive situation involved. The author suggests that the 
psychopathology of suicide is an “abnormal twilight state of self de- 
structive ecstasy” in response to the inability to meet competitive life 
circumstances. 14 references. 3 tables. 3 figures. 


CONSTRUCTIVE TEAMWORK IN THE TREATMENT 
OF ALCOHOLISM. 


Joseph Thimann, Washingtonian Hospital, Boston, Mass. Quart. 
J. Stud. on Alcohol 8:569-79, March 1948. 


Burlingame in a recent article depicted the human being as sitting 
psychologically on a chair, each leg of which represents vocation, avoca- 
tion, social and recreational, and the individual’s physical self respec- 
tively. He urged that physical health be evaluated first and with the 
utmost care. The experience of every psychiatrist with alcoholics is 
the great difficulty in achieving permanent abstinence. There is not 
only the matter of uncovering the underlying neurosis but also the 
factor of addictive drinking. Alcoholic addiction is autonomous in 
character and is fundamentally of the nature of a conditioned reflex. 
The first element of a treatment program therefore becomes the elimi- 
nation of the addicts craving for alcohol. The second element in the 
therapeutic approach is the treatment of the underlying neurosis. If 
this is deep, psychoanalysis may be required. When the addiction has 
taken place, over many years and in a gradual manner, the neurotic 
element may be a neglible factor. The dependence on alcohol, there- 
fore, would be the only problem presented. 

The case of a white American male is cited. In addition to his 
addiction he suffered from excessive emotional immaturity. Much 
hostility was directed against the hospital because of its necessary re- 
strictions, such as locked doors and set routines. This in effect is hos- 
tility directed against the physician or social worker but transferred to 
the environment. The aggression of the patient against himself, illus- 
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trated by his drinking was the result of his own feelings of frustration 
to his inability to live as an independent human being. Therapeutic 
team work involved a fourfold approach; emotional needs were met 
by identification with the social worker and the physician, physical needs 
were met by conditioned reflex treatment which eliminated the craving; 
environmental needs were met in part by the wife’s gradual acceptance 
of the decision to stay with the patient, and finally recreational needs 
were met by identification with a male cousin and by association in the 
abstinence club. 1 reference. 


ON GAMBLING. 
Ralph R. Greenson. Am. Imago 4:61-77, April 1948. 


Gambling is so wide spread that to characterize it as a psycho- 
pathic state is to overlook the facts of existence. Almost every invest- 
ment or financial venture (which of course is a part of every day busi- 
ness life), has a large share of gambling. The particular form in 
which the author is interested, however, is neurotic gambling based 
upon certain psychologic impulses i in need of gratification. Gambling 
in this sense is a compulsive neurosis. The gambler is making an un- 
conscious attempt to regain the lost feeling of omnipotence. In his 
need for punishment he is at once trying to destroy himself and sur- 
mount the challenging risk which all gambling presents. He knowing- 
ly woos defeat and no matter how frequently he suffers thereby he 
always returns to the assault. The unconscious need for punishment is 
a neuroticized form of masochism. A fluctuating relationship exists 
between the superego and the ego. Corresponding moods of depres- 
sion and euphoria result in accordance as to whether the superego 
dominates or is equated with the ego. 

The author calls attention to the relationship of the neurotic gamb- 
ler to his associates. They are cohorts in homosexual activities because 
gambling with other men is equivalent to an exciting comparison of 
sexual potency. The setting in which gambling takes place is that of 
forbidden and exciting activities. The neurotic gambler may act out 
in his card game an aggression or submission to other players. Mutual 
excitement under these circumstances often becomes the equivalent of 
mutual masturbation. The dependence upon Lady Luck has its char- 
acteristics rooted in the oral-receptive phase of libidinal development. 
The gamblers often go through life attached to some strong older 
brother. In general the symptoms of neurotic gambling are severely 
regressive. It is a compulsive neurosis which at times is sufficiently so 
severe as to require hospitalization. 
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BIOSYNTHESIS. FIRST STATEMENT OF A CON- 
FIGURATIONAL PSYCHOLOGY. 


Francis J. Mott, M.D. Philadelphia, David McKay Co., 1948. 
Cloth. pp. 364. illus. 34. Price $10.00. 


This is a book which has to be read even at the price of an emo- 
tional storm, for it is a book which claims an entirely new insight into 
the nature, origin and transformation of the /ibido. My own reaction 
to it was similar to that evoked by Freud’s own books when I first 
read them years ago: I was enthused and enraged by turns; at times 
my imagination soared, and at other times I was tempted to throw the 
book down and trample on it. I do not pretend to be able to pass 
judgment upon the author’s thesis, and indeed I do not think that this 
is a reviewer’s task, since it surely would be wrong for any individual 
to take upon himself the responsibility for deciding for others in a 
matter of this kind. I will therefore content myself with making an 
outline of the thesis presented in this remarkable book—for whether 
true or false, or a mixture of both, a remarkable and even amazing 
book it most certainly is. 

True, the author has already given advance notice to the psycho- 
analytic and psychiatric worlds that he believes himself to possess the 
key to a revolution in these fields. His articles on the concept of a 
prenutritional libido (Journal of Clinical Psychopathology, Vol. 8, No. 
4. et seq.) have already placed on record the basic concepts which he 
develops in the volume under review. 

I may say that I am somewhat implicated in this book, as I was 
myself Dr. Mott’s analyst, but I have nothing whatever of responsi- 
bility for his basic principles, which he had in fact publicly exposed long 
before I undertook the psychoanalytic investigation of his mind. In 
fact, what Mott calls the new psychologic science of biosynthesis is the 
product of the impact of his analytic experience upon the principles 
which he had already formulated in other fields—notably those of 
group psychology. 

The whole essence of Mott’s thesis is that the universe is domina- 
ted and guided by a subtle formative pattern which he calls the Uni- 
versal Design or the Grand Configuration. He claims to have traced 
the effects of this fundamental pattern not only in the forms of the 
external world (atoms, nebulae, cells, societies and so forth), but also 
in the forms of the Unconscious and the Conscious minds of man. 
Thus he asserts that all form, whether physical, moral (that is, social) 
or mental, bears the imprint of a single universal pattern. For this 
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reason his new psychologic art is a synthesis rather than an analysis: 
he analyzes only in order to find the pattern of synthesis which he 
expects to find. He defends this attitude in advance against inevitable 
criticism by stating that the pattern in both nature and the mind is so 
evident when once pointed out, that in fact there can be no justification 
for the idea that he seeks to impose upon the mind a purely arbitrary 
pattern of his own. 

The book is divided into three parts. Part I is concerned to 
demonstrate in outline that there is in fact a single superordinate pat- 
tern evident in all external form. In his effort to demonstrate this, 
he analyzes the external universe into seven (as he believes, self evi- 
dent) levels of integration. These seven levels are: (1) space-time; 
(2) the atom; (3) the nebular; (4) solar-crystalline; (5) cellular; 
(6) multicellular; (7) society. On each of these levels he claims to 
be able to demonstrate the overshadowing influence of a universal 
pattern. It is beyond my knowledge to criticize this part of his book, 
but Mott’s contentions here are bolstered by the approval of an emi- 
nent astronomer and mathematical physicist (Dr. Gustaf Strémberg, 
late of Mount Wilson Observatory, who states in the Introduction 
that he finds the cosmic views of biosynthesis to provide “a world 
picture of logical consistency and great beauty, which may well be of 
great importance for the development of our thinking and our be- 
havior.” However, Dr. Strémberg quite understandably withholds 
any comment upon the psychoanalytic aspects of this volume, for the 
same reasons that I refuse to comment upon the cosmic views of dio- 
synthesis. 

Yet in Mott’s view the two things are inseparable. The evidence 
of the Universal Design in nature is for him the starting point from 
which he enters the deep forests of the mind in order to reveal his 
Grand Configuration therein. It is his constant assertion and guiding 
faith that the mind and its forms, no less than the external world and 
its forms, are subject to the guiding influence of a single, essentially 
simple configuration. This configuration is simply that of a male 
nucleus in relation to a female periphery. Mott does not hesitate to 
apply the sexual terminology to the universe, but defends himself 
ably against any shallow anthropocentricity. 

In order that I may not lose Mott’s sharp and perfectly definite 
thesis in a maze of comment on minor issues, let me here leap straight 
to the point. He states unequivocally that the /idido is simply the 
configurational sense of nuclearity imposed upon the fetus by the plant 
and animal forms. The /ibido is therefore, in Mott’s view, simply 
the appearance in human feelings of the same configurational trend 
which, operative in the material world, has guided the whole of crea- 
tion. Therefore, configurationally, Mott asserts, the external and the 
subjective universes are one. Configurationally, mind and matter are 
united in a single pattern. 

He states that the rhythmic movement of the fetus in the mother’s 
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womb generates over its unborn skin a network of feelings which are 
in themselves simply intimations of the Grand Configuration. This 
energy, he says, is the raw material out of which our sexual and mental 
drives are built. He even adduces the findings of Dr. Burr of the 
Yale University Medical School, who discovered that the embryos of 
certain lowly creatures possess a definite electromagnetic field. Mott 
does not assert specifically that the fetal affect is electrical, but asserts 
that even if it were, it would still be configurational, since electricity 
itself is nothing more nor less than the tension existing between a 
nuclear (male) proton and a peripheral (female) electron sheath. 

As one naturally would expect, Mott proceeds to establish his 
claims by the interpretation of dream material. He seems not to have 
realized that this method will lay him open to criticism since it will 
be asserted that patients always dream in accordance with the mental 
system of the analyst, and that therefore dream material cannot be 
considered as scientific proof. This objection seems to me no less valid 
if, as Mott claims, the dreams came first, and his ideas unfolded only 
during their interpretation. The dreams may still be the working 
of his own mind in a state of projection. Of course, this objection 
applies with equal force to Freudian and Jungian ideas, and in no way 
minimizes the value of any system of healing. That, indeed, is what 
dreams should be used for: they are a therapeutic agency, and should 
not be adduced as scientific evidence. The fact that the application of 
biosynthetic principles may bring about the integration of personality 
has no bearing on the question as to whether the system is true or false. 
The only issue is as to whether the system is more dynamic or pro- 
found in its therapeutic results than other systems. 

Mott states in effect that the fetal integration (the integration of 
the affect on the skin of the fetus) is destroyed at birth. And he shows 
that with the first breath, and with the opening of the orifices of the 
head, the skin affect seeks to reintegrate itself in these orifices in place 
of the lost womb. The orifices of the head thus become “little wombs” 
into which the fetal affect seeks to penetrate and to hide itself. But 
this affect is normally, so Mott contends, drawn off into the gastroin- 
testinal tract by the act of suckling. In the tract it develops the sub- 
stitute situation for the prenatal state. In the gut, therefore, character 
is created. 

But at a certain time this configurational energy leaves the gut 
via the anus and activates the genital organs, whereafter it proceeds 
to activate the spinal canal, and in this way reaches the brain. In the 
skull, so Mott asserts, there is recreated a cerebral situation which 
parallels the fetal state in configurational affect. The brain in its bed 
of water is the configurational analogue of the fetus in the amniotic 
sac of waters. 

In this way Mott outlines an affect system which begins in the 
mother’s uterus and proceeds after birth to flow through the tubes of 
the child, activating the oral, anal and genital stations as it proceeds 
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towards its penultimate station in the head. But in the head of the 
adult the affect seeks to reunite itself with the cosmos again. So that 
in the head there is a reversal of the process by which the child “flowed 
into its mother’s womb”. The energy flows into the world through 
the womb, and back into the cosmos through the head. This is the 
essence of Mott’s outline of the generation, transformation and ulti- 
mate consummation of the libido. 

Through the whole of this process, so Mott asserts, the libido 
“remembers” always the Grand Configuration which was its source 
in the womb. Thus he asserts that the positive male nucleus in the 
peripheral female sphere is the dominating pattern of the whole pro- 
cess. In this way he confirms the Freudian sexual pattern of the libido, 
whilst at the same time transforming it and expanding it in a manner 
which would entirely affront the present Freudian view. For he shows 
that no matter where the affect touches, it always endows the parts 
thus touched with its nuclear-peripheral feelings. And since these 
feelings were first generated in the mother’s womb, and since they are 
from the first thus intimately sexual, every step of the way through 
which the libido goes is, Mott asserts, haunted by the incestuous love 
and guilt and fear of the maternal womb. 

I have done very poor justice here to a book which, whether 
right or wrong, certainly demands the attention of psychologists. It is 
an open question as to whether, in order to be valuable, biosynthesis 
has to be a// right. Perhaps it is a// right, and if it és all right, then it 
is indeed a revolution for which the world is waiting. But if it is not 
all right, it is not on that account compelled to be a// wrong. A full 
biosynthetic re-education may not be necessary in order to apply some 
of Mott’s discoveries. Psychoanalysis may profit from this book with- 
out necessarily becoming biosynthesis. At any rate, to follow Mott 
along his line of thinking is a fascinating mental adventure. Whether 
it has any value other than that I am not prepared to say. The ana- 
lytic part of his book is open to fierce arguments for and against. The 
least thing that can be said of the whole book is that it hangs together 
enough to stand as a philosophic work of a high order. 

NANDOR FODOR, LL.B. 
PARK CENTRAL HOTEL 
NEW YORK, N.Y. 


TWENTIETH CENTURY PSYCHOLOGY. 


Philip Lawrence Harriman, Editor. New York, Philosophical 
Library, 1946. xiii. pp. 712. 


This volume consists of thirty-nine articles, twenty-five of which 
have been previously published. It is divided into eight parts includ- 
ing, General and Theoretical, Social Psychology, Animal Psychology, 
Experimental Psychology, Psychology of Aesthetic Experience, Ab- 
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normal Psychology, Differential Psychology, and Child Psychology. 
There is an uneven distribution among the parts. For instance, there 
is only one article in the Child Psychology part, but nine in the section 
on Social Psychology. The reader should be warned that these part 
names may be as misleading as the title of the book itself. 

The Child Psychology part, however, is not misleading, for 
Horace B. English’s Trends in Child Psychology is probably more 
the type of article one would expect to find from the title of the volume 
than any other one in the book. He traces the development of child 
psychology through three periods. First the interest in the child was 
merely for the light it might throw on adult psychology. Next came 
a period in which the interest shifted to mental hygiene, and resulted 
in the establishment of Child Guidance Clinics for the study of be- 
havior problems. The most recent interest is in the study of the 
development of all children; this is fostered by the establishment of 
institutes for child development, where normal as well as behavior 
problems are studied. 

In the Introduction, the editor states that these articles have been 
chosen to illustrate for the general reader, who wants to become ac- 
quainted with the work of psychologists, the “scientific temper of the 
true psychologist” and “the types of problems which the modern 
psychologist investigates. . . The volume does not pretend to include 
papers which are typical of each significant development in modern 
psychology.” Nor does it! In fact, to glance through it casually one 
is reminded of an anthology of Poems I Like. This idea is strength- 
ened by the fact that 10 per cent of the book, including an article by the 
editor, is devoted to hypnosis. The general reader, and even the psy- 
chologist who has never worked with hypnosis, is quite apt to be left 
with the feeling that there is a great deal of hocus-pocus involved in 
hypnosis when he reads the editor’s description of getting a perfectly 
normal girl to change temporarily to a “secondary personality” by 
merely rotating a pencil slowly in front of her. Milton and Elizabeth 
Erickson’s article on posthypnotic behavior, on the other hand, is just 
as entertaining reading and yet leaves one with the impression that 
hypnosis is much more than a mere parlor trick. 

There is, of course, no reason why an editor should not select 
articles he likes. The general reader is sure to get an erroneous idea 
of the type of therapy done by psychologists when he finds Brennan 
and Gill’s Treatment of a Case of Anxiety Hysteria by an Hypnotic 
Technique Employing Psychoanalytic Principles, and Kisker and 
Knox’s Pharmacological Shock Therapy as a Psychobiological Problem, 
but finds nothing on nondirective counseling. After all, only a rela- 
tively few psychologists use hypnosis therapeutically and shock therapy 
is definitely a medical treatment with the psychologist at best only a 
collaborator. That is not to belittle the role that psychologists might 
and sometimes do play in such treatment, for as Kisker and Knox con- 
clude, “The medical treatment alone is not sufficient; it merely affords 
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the proper psychological setting for the development of the desired 
ego relationship.” 

One of the trends in twentieth century clinical psychology, which 
is mentioned in several parts of the book, is away from the paper and 
pencil “trait” personality tests and toward the projective technics, 
especially the Rorschach. For instance, in the part on Experimental 
Psychology, G. L. Freeman in his article, The Physiological Conquest 
of Personality Structure, describes personality as a pattern of quantita- 
tive gradations of such factors as discriminative capacity, drive arousal 
and discharge control. His studies of neuromuscular homeostasis give 
the individual’s drive arousal and discharge control. Such physiologic 
studies are not feasible in a clinical situation, but he feels that the pro- 
jective technics show promise of correlating well enough with them to 
be used as practical diagnostic procedures. He found that the pencil 
and paper personality tests showed no correlation with objective indices 
of emotional arousal and emotional control. He recommends, there- 
fore, that they be discarded along with such pseudoscientific methods 
as physiognomy, phrenology and numerology. In the part on Differ- 
ential Psychology, there are two articles on the Rorschach. Marguerite 
R. Hertz gives the significance of the Rorschach for mental hygiene 
work without going into the technical details. This is probably de- 
sirable for the general reader, but is frustrating to the Rorschach stu- 
dent who would like to know how she arrives at her conclusions. M. 
R. Harrower-Erickson’s, The Patient and His Personality may be 
Greek to the general reader in spots, but is very stimulating to the 
Rorschach student. She gives a good table for help in interpreting 
Klopfer’s determinants and sample Rorschach profiles for several cere- 
bral tumor cases and psychoneurotics, as well as for a normal individual. 

There is relatively little about personnel work and practically 
nothing about industrial psychology as such, except an occasional de- 
rogatory remark about some psychologists or companies who make 
money from tests of one kind or another. Walter V. Bingham tells 
about The Army Personnel Classification System. It will not entirely 
heal the wounds of the ex-G. I.’s who were occupational casualties, 
but it may give them and the genera] reader more appreciation of what 
the army was trying to do in the selection and training of men. Herman 
F. Brandt in Ocular Photography: A Scientific Approach to the Study 
of Human Behavior gives a technic for which he claims extremely 
wide application, but which is probably of most practical value for 
predicting the effectiveness of advertising copy. 

For those interested in Clinical Psychopathology, several articles 
should be specifically noted. Knight Dunlap’s Toward a Practical Con- 
cept of Neurosis will be found stimulating reading. Robert M. Lind- 
ner in Psychopathy as a Psychological Problem, describes the psycho- 
pathic personality as an anachronism, a person with cunning intelligence, 
emotions that are at the same time shallow and exaggerated, and a sex 
life which is described as adventitious, transient and nonselective. Roe 
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and Shakow contribute The Effect of Mental Disorder on Intelligence 
as judged by results on the 1916 Stanford-Binet. There is relatively 
little of interest to the psychopathologist in the Animal and Experi- 
mental parts except for the brief mention of experimental neuroses 
and therapy on animals, especially the last part of J. Donald Harris’ 
Recent Developments in Conditioning. 

The editor has certainly succeeded in presenting a great variety 
of problems and experimental methods employed by modern psycholo- 
gists. Only a few more can be specifically mentioned. Leonard Car- 
michael, working primarily with cat embryos, gives a scholarly ap- 
proach to The Experimental Embryology of Mind. T. C. Schneirla 
tells how ants learn. Daniel Starch gives a technic for selecting the 
world’s best books. Kurt Lewin and his students tell of a rather original 
technic for studying aggressive behavior in children by creating a 
“social climate”. A. H. Maslow gives a convincing theory of human 
motivation. Melvin Gillison and Christian Paul Heinlein report ex- 
perimental studies on the emotional reactions to music. David Boder 
gives us a glimpse of the perverted Nazi psychology and George W. 
Hartmann almost convinces us there was no such thing as the Black 
Hole of Calcutta. 

As would be expected in a volume with so many contributors, the 
style of writing is as varied as the content. In the first article, D. B. 
Klein invites us to draw our armchair up to the laboratory table after 
deriding experimentalism as our totem and armchair psychology as our 
taboo in a sophisticated style worthy of a Somerset Maugham. On the 
other hand, E. C. Tolman in a simple straight forward manner out- 
lines a “psychology of identification”, which if utilized in founding 
a World State would give us hope for peace. This article should make 
every psychologist proud of his profession! Indeed, its global im- 
plications make both the armchair and the laboratory table seem in- 
significant. 

TWENTIETH CENTURY PSYCHOLOGY is varied enough in both style 
and content to have some articles of interest to all psychologists and 
psychopathologists, as well as to the more general reader for whom 
it was intended. As for the book itself, it is in good type, but contains 
sO many printing errors that they may be annoying even to those who 
are not compulsive. The index is so meager, an average of less than 
two listings per article, that it is almost worthless. It is a little easier 
to use than the table of contents, but hardly gives more information. 
It is hoped that the future editions will be more carefully proofread 
and indexed. 

MILDRED B. MITCHELL, PH.D. 
CHIEF CLINICAL PSYCHOLOGIST 
v.A. MENTAL HYGIENE CLINIC 
FT. SNELLING, MINN. 
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DR. FREUD. 
Emil Ludwig. Hellman, William & Co., 1947. Price $3.00 


FREUD, HIS LIFE AND HIS MIND. 
Helen Walker Puner. Howell, Soskin, 1947. Price $4.00. 


Since the death of Professor Freud a few years ago, with the 
exception of Hans Sachs, none of his professional colleagues or former 
students has had the temerity to write a biography of the life of one 
of the greatest men to contribute to man’s understanding of himself. 
Nor is the scientist ready to evaluate the lasting significance of the con- 
tributions to human knowledge of this one man and his followers. 
There has been and still is a gradual incorporation of psychoanalytic 
concepts into the mental sciences and the humanities with many modi- 
fications, deletions and accretions. 

Two lay people with more courage than wisdom have imposed on 
themselves the task of writing a biography of Freud with motivations 
and results that are diametrically opposed. Emil Ludwig’s major 
contribution to literature has been to write popularly-styled biographies 
of great men in an attempt to create a picture of them as living entities, 
warm and understandable to the modern reader. He has written about 
Napoleon, Goethe, Bismarck, Cleopatra, Lincoln and many others. It 
has been presumed that his source material was accurate, even though 
his romantic presentations took many liberties with some of the facts. 
After reading his work on Dr. Freud, one has to mistrust all his prev- 
ious historical publications, for here he writes about a man, about whom 
we know a great deal, with violent distortions of the truth, many pur- 
poseful omissions and deliberate distortions by quotation out of context. 

Ludwig emphasizes that as a neurologist and physiologist Freud 
was a great man, but as a psychiatrist he was a charlatan who leaned 
on the mystical. He regrets that Freud ever left the laboratory or 
the neurologic clinic where the true science of man is well-founded. 
Instead, Freud developed theses about which Ludwig states, “not one 
general thesis advanced by Freud is actually proven in a scientific 
sense to this day.” “But,” he goes on to say, “his teachings operate to 
undermine effort, especially among young people—to excuse weakness, 
often masquerading as passivity—and to make ignorant folk contemp- 
tuous of the cultural treasures accumulated by mankind down the 
ages. Seducing all manner of men, from the simplest to the most 
enlightened, Freud’s opium endangers our generation.” 

Why does Ludwig do this sort of thing? We cannot tell without 
analyzing Ludwig’s own past and personal life, which he needs to be 
false to, as he falsifies all history as we know it. However, one thing 
can be stated: this book has been written in a violent and angry mood, 
for the author stoops to every kind of calumny possible to smear the 
science of psychoanalysis. 

The technic is very simple. He quotes or misquotes one of Freud’s 
statements and says, “now how can you believe that,” or “isn’t that an 
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awful thing to say?” No arguments based on empirical data or ex- 
perimentation or valid quotations from the literature are utilized to 
refute Freud’s concepts. Basically, Ludwig refuses to accept as does 
every investigator in the medical sciences, that a study of the abnormal 
is the means by which we can learn much about normal. Thus the 
author’s main refutations are based on the fact that the material utilized 
by psychoanalysts consists of ill people, forgetting the hundreds of 
students who belong to the “statistically normal” and whose analyses 
confirm the validity of Freudian concepts. Obviously he presupposes 
a sharp line between the normal and the abnormal, which in all of 
medicine is an untenable conclusion. 

Page after page of this sort of stuff is written as if it were bio- 
graphic data and eventually the reader becomes unable to go further 
because of the persistence of angry falsification. When Ludwig visited 
Freud, obviously for an interview in 1927, he stated that he felt a 
faint coolness between them. Freud apparently felt that Ludwig came 
for information and spoke at length about his work and concepts of 
psychobiography, using psychoanalytic technics. Freud must have dis- 
turbed Ludwig because he states: “There was no discussion, for his age, 
his earnestness and his suffering imposed restraint upon me. Yet upon 
leaving his home, I felt a need for fresh air.” Anyone understanding 
the human mind can well appreciate that Ludwig’s anger is based par- 
tially upon the recognition that Freud’s technics in biography make his 
own seem like worthless vagaries. 

As a contrast to this work, the biography by Helen Walker Puner 
is soundly documented and objectively written. She has taken every 
possible writing of Freud in which he mentions his own personal life 
or feelings, and every writing of his colleagues and pupils in which 
there is reference to Freud, the man. From these data she has written 
a fascinating chronologic account of Freud’s life and works against a 
background of his ever-changing concepts of the human mind. In so 
doing she has made a living and understandable story of a man and his 
works. She does not minimize those personality traits that resulted 
in quarrels, in separation from some of his brilliant followers, from 
alienation of academic workers with withdrawal from institutions. They 
are all to be found in this account, but in such a setting that one can 
realize that even the greatest man is not free from foibles and conflicts, 
for he still remains a human being. 

There is no information available about the author and her prev- 
ious writings, if any. We do not know if she herself has undergone 
a personal psychoanalysis. Yet, in some amazing fashion she has 
grasped the meaning of psychoanalysis and in her writings may be 
found the only objective summary of the longitudinal history of Freud 
and psychoanalysis. It should be read thoroughly by all interested 
students in the field. 

ROY R. GRINKER, M.D. 
CHICAGO, ILL. 
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TEACHING PSYCHOTHERAPEUTIC MEDICINE. 


Walter Bauer and Douglas Bond. New York, Commonwealth 
Fund, 1947. Price $3.75. 


This is the edited record of a two weeks’ course of teaching and 
learning, planned and given by a small group of psychiatrists to a class 
of practicing physicians. The teachers were some of the best known 
in American psychiatry and their work was under the able criticism of 
eminent leaders in internal medicine. These elder leaders were as- 
sisted by a number of younger men interested in the active practice of 
psychiatry. The practitioners were men of varying experience, ranging 
from recent graduates to men of twenty to thirty years of practice— 
general practice of medicine and surgery. The word and presence of 
an eminent internist gave assurance that nothing of the known science 
of internal medicine was being overlooked. 

The published account is roughly divided into two parts: first and 
second week. After the first week there was a liberal discussion of 
the impressions of the students, and teachers, of the results so far 
accomplished. These impressions seem to have been held in mind by 
both teachers and students as they went through the second week. 

The day’s work was a carefully thought-out mixture of case re- 
ports and clinical presentations, with liberal discussion and lectures. 
Fither in the proceedings themselves or in the editing there is such 
a conspicuous absence of esoteric terms as to impress the reviewer most 
definitely. The lectures were concerned with such fundamentals as 
Anxiety, Doctor-Patient, The Meaning of Psychoneurosis. The clini- 
cal presentations were vivid pictures of the psychoneurotic patient and 
the physician trying to arrive at an understanding and helpful attitude. 

Anxiety, as good a word as Fear, was showed in its various forms. 
Perhaps its inevitableness, its ubiquity, its ever-presence is not sufh- 
ciently stressed to suit this reviewer. However, that is merely a feeling 
of emphasis. The Doctor-Patient Relation was thoroughly discussed, 
was indicated frequently in the background, and apparently its import- 
ance was recognized by the students. 

In the discussion of the build-up of the attitudes of the psycho- 
neurotic patient one element seemed slighted, namely the use that man 
and especially woman makes of threats, threats of punishment of vari- 
ous kinds, for example the threatening potentials of somatic sensations, 
also the use mankind makes of threats as corrections in temptations, 
the whip that man cracks over his wavering back. 

The response of the physicians, the general practitioners, was 
clearly pictured in the clinical discussions and doubtless those fortunate 
enough to have been included in the classes were sincere in their asser- 
tions of greatly improved understanding of their patients. 

There is a notable absence of definitions that the students had 
to learn—such a different condition from that of the regular medical 
student whose mind is being exposed to new words, new definitions, 
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exactnesses, throughout his student days. This was one reason for an 
easier acceptance of the attitudes, the inexactnesses, the students were 
exposed to and asked to accept as a part of their own thinking. The 
student was free to express feelings that were independent of labora- 
tory proofs. There was an absence of that threatening feeling that 
every young doctor is exposed to that is expressed in, “I don’t know 
but I’m scared to say so because Dr. Blank, around the corner, he may 
know.” The men giving the course were of such standing as to banish 
such thinking. The value, the benefit to the patient of being allowed 
to tell his story is correctly stressed. The various ways the patient may 
expose his troubles and what they mean to him are brought out in the 
clinical scenes. 

This is good bread and butter psychiatry. It’s the grassroots, the 
good black soil of the middle west cultivated by the highly educated 
men of the learned east. 

RALPH C. HAMILL, M.D. 
ASSOC. PROFESSOR OF PSYCHIATRY 
RUSH MEDICAL COLLEGE, CHICAGO, ILL. 


BRAIN AND INTELLIGENCE. 


Ward C. Halstead. Chicago, University of Chicago Press, 206 
pp. 27 illus. 


The opening sentence in this book is, “The story to be told in the 
following pages concerns a twelve-year search in a psychological labora- 
tory for ‘a man on horseback’.” The “man on horseback” of this 
sentence is derived from a quotation of Freud’s simile concerning the 
basic structures in personality and the “man” is the human ego. In 
general, the basic assumption of the whole report is that the best route 
to an understanding of the ego and of intelligence is the neurologic 
route leading through the study of the effects of human cerebral path- 
ology. The point of view is partly illustrated in the following quota- 
tion which is drawn from a discussion of abilities versus functions. 
“<. . the factor analysts follow Binet in choosing scales which differen- 
tiate statistically the ability to perform certain tasks under certain con- 
ditions (e.g., in education or industry). The scales are accepted as 
valid if they work appreciably better than chance. It is not yet gen- 
erally recognized that even when this practical, statistical goal is 
achieved, biological insight into the functions involved does not magic- 
ally appear.” The key word in this quotation is the word “biological.” 
Halstead repeatedly advances the thesis that data that can be tied to 
variables such as the amount of cortex removed in an operation or the 
location of a cortical lesion must relate to psychologic measurements of 
intelligence and aptitude if the latter are to have useful and meaningful 
standing. His introductory section ends with the statement, “Thus 
it is that the first section of this monograph is devoted to the structure 
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of biological intelligence, while the second section is concerned with 
evidence for localization of its functions in the brain.” 

Chapters II, III and IV are concerned respectively with psycho- 
metric, clinical, and neurologic conceptions of intelligence. These 
chapters review the theoretic thinking in regard to the respective views 
and point out quite clearly the divergencies and lack of adequate 
theoretic groundwork for universal understanding of human intelli- 
gence. The “present studies” are introduced with a preliminary re- 
port of the types of subjects used in the experimental work and of the 
“twenty-seven neuro-psychological indicators” that were applied to the 
267 subjects. The great majority of the subjects used in the report 
were patients of one type or another. For example, there was a basic 
group of 50 cerebral lobectomies and a group of 63 “general medical 
patients (military head injuries)”. There are also civilian patients 
with closed-head injuries and various other types of head injury pa- 
tients. There are 30 “control subjects.” In subsequent reports these 
subgroupings of cases are shifted variously as the data are treated in 
different ways. There is no consistent pattern for the groupings. Ap- 
parently some subjects took most of the tests while others took a rela- 
tively smaller number. The test data were supplemented, at least in 
many cases, by extensive auxilliary observations and ‘data such as social 
work follow-ups. The control subjects were all selected with a view to 
eliminating the likelihood that they would have any type of brain 
damage. These subjects were highly variable in age, education, IQ, 
and other factors. The author presents certain arguments for permit- 
ting such great variability in his control subjects. While these argu- 
ments are in the main valid, the number of control subjects should be 
much larger than 30. The data on these control cases are not ade- 
quately presented but it appears to this reviewer that the statistical 
aims stated in introducing the group are probably not carried out. 

In illustrating his concepts of biologic intelligence and the struc- 
ture of the ego, Halstead chooses 19 of the tests as a subbattery. Those 
tests “. . . were selected which yielded objective scores suitable for 
treatment by means of the Pearson coefficient of correlation, r, and 
which seemed likely to reflect some component of biological intelli- 
gence.” The data for this section were obtained by using these tests 
with “. .. 50 healthy adult males, drawn from the head-injury service 
of the Gardiner Hospital, an Army general hospital in Chicago. All 
these cases were regarded as medically recovered from a recent con- 
cussive type of head injury. All had experienced an interval of un- 
consciousness of varying duration up to one hour at the time of injury. 
Detailed neurological and psychiatric examinations, including sensory 
examinations, and complete medical histories were available for each.” 
These data were factor analyzed by Thurstone and found to yield 
four factors which Halstead has called C, A, Pand D. The correla- 
tion table and factor weightings of the nineteen tests are given and the 
experimental report of Part I of the book is concerned with a descrip- 
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tion of the four factors as indicated chiefly by functions assumed to be 
involved in the tests with heaviest loadings. To a certain extent hints 
in this development of factor meaning are drawn from the behavior of 
brain injured cases on the tests. For the most part, however, the argu- 
ment in this regard is only derived from the observed fact that some of 
the tests show a decrement with organic brain damage; it is noteworthy 
that not all of the tests with heavier loadings on the factors show such 
deficits. 

The descriptions of the factors are quite difficult to follow and the 
present review can only give a very generalized summary. The first 
factor, C, is called the “central integrative field factor” and “. . . repre- 
sents the organized experience of the individual. It is the ground 
function of the ‘familiar’ in terms of which the psychologically ‘new’ 
is tested and incorporated.” The factor A is referred to as “a factor 
of abstraction” and “. . .concerns a basic capacity to group to a criterion, 
as in the elaboration of categories, and involves the comprehension of 
essential similarities and differences. It is the fundamental growth 
principal of the ego.” Factor P “. . .reflects the undistorted power 
factor of the brain. It operates to counterbalance or regulate the affec- 
tive forces and thus frees the growth principle of the ego for further 
ego differentiation.” 

The final factor D “. . .constitutes the medium through which the 
process factors, noted here, are exteriorized at any given moment.” 

Following the discussion of the four factors and their constitution, 
there is a chapter on The Nuclear Structure of the Ego. This attempts 
to relate the factors to a kind of biologic construction of the ego. Since 
this treatment including some historical background, is handled in only 
ten pages, it should be obvious that the result is at best very sketchy 
and unclear. 

Part II is concerned with Localization of Function in the Brain. 
The first chapter treats with the Representation of the Basic Factors in 
the Brain. For these studies, the criterion groups were made up of 
persons with psychoneurosis and head injury ranging from relatively 
pure psychoneurosis and indefinite history of head injury to persons 
with no clear evidence of psychoneurosis but a definite history of head 
injury. After analysis of all test data on these criterion cases, ten tests 
that were sensitive to head injury were finally selected. These tests 
provide an “impairment index.” This impairment index is the per 
cent of the ten tests that are failed by an individual in the sense of his 
obtaining a score above a certain critical point in the direction of brain 
injured cases. The impairment index therefore runs from 0.0 to 1.0 
in value with the higher indices indicating increasing probability of 
brain damage. 

While the data are not completely enough presented to permit a 
clear understanding of the procedures and particularly of the make-up 
of the control cases, the impairment index appears to be a good differ- 
entiator of individuals who have organic brain damage. Unfortunately, 
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a number of the tests are quite difficult to reproduce and the index is 
not readily adaptable for routine clinical use. It is interesting that 
the ten tests of the impairment index series do not exactly overlap the 
thirteen tests used in the earlier factor analysis and the title of the 
chapter is relatively unrelated to the content since the basic factors are 
not obviously brought into the data or discussion. 

The four basic factors reappear in a following chapter in relation 
to experimental anoxia where there is a discussion of the anoxic psycho- 
logic deficit as related to them. This discussion is followed by a report 
of relatively unrelated findings in regard to visual field effects from 
anoxia chiefly as showed by Halstead’s dynamic visual field test. 

The next two chapters again treat with the application of the 
impairment index, first to frontal lobes and then to closed-head in- 
juries. The data on the frontal lobes tends toward three main con- 
clusions. Lobotomies do not appreciably affect the index, there is little 
relationship between the size of the impairment index and the extent 
of lesions, and finally there is little evidence that lesions in the cortex 
other than prefrontal cortex will affect the index. These negative 
findings are related to the positive evidence that the index sharply 
rises with prefrontal lobectomies. It is in this chapter that Halstead, 
referring to the extensive literature on lobotomy, makes the statement 
that “. . .not a single patient has been adequately studied.” By this 
statement he means to say that really adequate preoperative and post- 
operative studies using indices with demonstrated sensitivity have not 
been done on a single case. This statement is somewhat controversial 
but comes nearer to the truth than is comfortable. The chapter on 
closed-head injuries adds further evidence that the impairment index 
represents a rather specific indicator of frontal lobe injury. 

The final chapter before the summary and conclusions treats with 
brain function and the problem of equivalence. This chapter reviews 
the work of Lashley and others and is chiefly devoted to evaluation 
of the concept of equivalence in cerebral function and to a preliminary 
statement of a gradient theory of neural equivalence. 

Some of the experimental data in partially original form are 
presented in the four appendices. Appendix A gives brief case histories 
of 50 of the brain injury cases. The second appendix provides dia- 
grams of the brain lesions of these cases. The final appendix reports 
the data on the impairment index for 30 control cases and the 50 
brain injury cases. In this, the raw scores of the 10 tests for each are 
given. 

In evaluating this book, this reviewer finds great difficulty in re- 
lating the reported data to the subject matter that the title and other 
headings would indicate. The outstanding contributions would seem 
to be the specificity of the impairment index findings to actual destruc- 
tion or extirpation of the prefrontal cortex, especially in contrast to 
lobotomy and to destruction of cortex in other areas. Unfortunately, 
the data establishing these findings as clearly valid are not presented 
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adequately enough for evaluation. The same is true in regard to the 
relationship of the impairment index to the extent of a cortical lesion. 
The number of cases used for these determinations is apparently quite 
small and the statistical evidence unconvincing. With regard to the 
four factors and the general data and speculation regarding the ego, 
there is not nearly enough evidence or specific descriptive material. 
This reviewer feels that the character of the factors is not established 
on an independent basis. It is entirely possible that the data and 
speculation represent a very fundamental and far-reaching contribution. 
Unfortunately, the number of subjects and the number of pages used 
for the report are both inadequate for final judgment. The statements 
and lines of reasoning are stimulating and must certainly be read and 
considered seriously by anyone who is concerned with the function of 
the frontal lobes of the brain or who is concerned with the very im- 
portant general problem of relating psychologically objective events 
to physiologically and anatomically objective events. 

STARKE R. HATHAWAY 

PROFESSOR AND CLINICAL PSYCHOLOGIST 

DEPARTMENT OF PSYCHIATRY AND NEUROLOGY 

UNIVERSITY OF MINNESOTA 

MINNEAPOLIS, MINN. 


EMOTIONAL MATURITY. 


Leon J. Saul, M.D. Philadelphia, J. B. Lippincott Co., 1947. 
pp. 338. Price $5.00. 


Leon J. Saul’s book EMOTIONAL MATURITY bears the subtitle The 
Development and Dynamics of Personality. On the dust-wrapper it 
carries the quotation: “There are no problem children, only problem 
environments and parents.” Title and subtitle would indicate that a 
textbook of psychiatry is before us; the eye-catching statement empha- 
sizing the importance of alterable external influences implies the 
pamphlet, the book for the lay audience, the popular—in short, a 
volume with a message. Both impressions are confirmed by perusal of 
the text and the book cannot be criticized fairly from a single point of 
view. 

The author, in his preface, expresses the hope “that this book 
will prove of some use not only to psychiatrists and to physicians in 
other specialties but also to those fields such as law, religion, industry, 
social work, government, to all who deal with people and strive to 
make human life more livable.” This is a broad audience and the 
question arises whether it is still possible, in 1947, to describe the 
development and dynamics of personality to psychiatrists and intelli- 
gent laymen at the same time and to avoid either boring the one group 
or talking over the heads of the other. Much crying has been done by 
enemies and pseudo-friends of analytic psychiatry about the use of an 
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esoteric, unintelligible jargon. The result has been that some psychia- 
trists dealing with the rejected and forbidden concepts of mankind 
unconsciously reacted with a guilty conscience to this reproach, as if 
they had been accused of the forbidden impulses themselves, and at- 
tempted to write so as to be understood by the fellow specialist and by 
the laity alike. No doubt one should always try to express oneself 
clearly and simply. No doubt, also, there will always be minds that 
hide their hazy notions behind high-sounding clichés. Yet a new 
science, reorienting our thinking on certain aspects of the physical or 
psychologic world will of necessity have to create new words as a short- 
hand notation for new concepts. In this connection it is good to keep 
in mind Freud’s statement with regard to the name of the “sexual 
instincts” and the suggestion to make use of more “genteel expres- 
sions”: “I might have done so myself from the first and thus have 
spared myself much opposition. But I did not want to for I like to 
avoid concessions to faintheartedness. One can never tell where that 
road may lead one; one gives way first in words and then little by 
little in substance too”. (Group Psychology and the Analysis of the 
Ego, 1922). 

But to return to Saul’s book: it may be examined according to 
the need of three possible audiences. For the psychiatrist it contains 
an attempt to delineate the concepts of emotional maturity or normal- 
ity in terms of a set of eight emotional tendencies or eight pairs of 
traits. The author believes that a knowledge of the major character- 
istics of maturity has not only theoretic-descriptive value but also a 
practical-technical one. He states: “. . . knowing clearly the path and 
goals of development, much time can be saved for the patient by indi- 
cating these to him” (p. 18). The volume is of interest to the psychia- 
trist also with regard to the specific source of experience upon which the 
author draws almost exclusively: i.e., his wartime experience as a psy- 
chiatrist in the Navy: at a convalescent hospital, as a member of a 
court martial, and so on. There is no doubt that many a trained psy- 
chiatrist will find valuable material in the concise, often brilliantly 
presented case histories and in the description of the skillfully pursued 
type of brief psychotherapy which was obligatory in the wartime set- 
ting, with its lack of time and shortage of trained personnel. 

Second, the author addresses himself to the students of dynamic 
psychiatry, whether they be medical students using the book as a text 
for the psychiatric courses in the medical curriculum, or physicians, 
lawyers or clergymen. As the author says, asking indulgence for a 
certain amount of repetitiousness, “This book evolved over a long 
period mostly from teaching notes.” EMOTIONAL MATURITY is more 
valuable for the discerning teacher than for the students themselves. 
As a matter of fact, if there is one group of readers to whom this book 
should be thoroughly recommended, it is just those occupied with the 
teaching of psychiatry on an undergraduate level. The author’s elo- 
quence and persuasiveness and his talent for bringing theoretic con- 
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cepts to life by citing actual cases should be an invaluable model for any 
teacher of psychiatry who takes his profession seriously. The hesita- 
tion one might feel in recommending Saul’s book to undergraduate stu- 
dents themselves comes from the impression that it is on the one hand 
too broad in its scope and on the other too limited and narrow to com- 
pensate the student for the extra investment in time. Saul undertakes 
carefully to explain to his audience such basic concepts as “id,” “super- 
ego,” and “ego,” and “guilt” and “shame,” as well as the more intri- 
cate role of the various defense mechanisms and the secondary reactions 
toward the neurotic symptoms. Yet at the same time he deals almost 
exclusively with a specific wartime experience and a specific technic of 
psychotherapy flexibly adapted to serve in these particular circum- 
stances. The author is, of course, aware of this dilemma and repeatedly 
stresses the points of general validity when discussing his cases of pre- 
dominantly subacute war neuroses. Despite these efforts, however, the 
inexperienced student will be impressed primarily by the vividly pre- 
sented samples of case histories and the specific treatment adopted, and 
will obtain too narrow a concept of the richness and variety of the 
manifestations of basic human problems in different settings. The mer- 
its of formulations and diagrams, a popular teaching device, which the 
author employs in various forms, seem often questionable. Even at 
their best as when demonstrating the so-called vicious circles of the 
emotions (for example, dependence-hurt pride-anger-fear of retalia- 
tion-anxiety-dependence), they unduly stress the dynamics of defen- 
sive processes to the detriment of considerations from the genetic point 
of view. When, however, a formula like 


Ad R T 
“Vs x< Ss oc x — oc — oc N” 
F P E 


is presented (in which Vs stands for specific vulnerability, Ss for the 
stress, Ad for adjustment difficulty, F for flexibility, R for regressive 
forces, P for progressive forces, 7’ for tension, E for ego strength and 
N for the degree of neurosis) and the hope is expressed (p. 319) that 
such attempts “will, no doubt, be greatly refined over the next few 
years,” one gains the impression of scientism rather than science—of 
an attempt to imitate the external aspects of other branches of science 
which are perhaps more acceptable to some students than is the science 
of the emotions—in order to win over the doubting by these doubtful 
means. 

After reviewing Saul’s work as it addresses itself first to the psy- 
chiatrist and second to the student of psychiatry, we have now to con- 
sider a third aspect: its quality as a book with a message, directed “to 
all who deal with people and strive to make human life more livable.” 
The author is quite conscious of this purpose of the book and of the 
urgency of his task for, he says, “under the threat of the atom bomh 
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. . its publication should not be delayed.” Surely nobody would deny 
the serious historical and political dangers of the present day crisis or 
would quibble about anything that is said out of a full heart to arouse 
the sleeping conscience of mankind. Yet, it seems, that if one evokes 
the urgent predicament of an external crisis, one does not create the 
proper atmosphere for the slow, serious work of patiently integrating a 
new field of science. In this respect, nevertheless, the qualities of Saul’s 
work far outweigh any short-comings. As one reads page after page of 
his well written and convincing presentation and follows the elucida- 
tion of the problems of his suffering patients, one by one, one cannot 
help but be infected by his optimistic enthusiasm about the usefulness 
of modern psychiatric insight as a tool with which to attempt to cure 
the ills of this world and to avert the dangers growing from disturbed 
interpersonal relationships. The description of the specific wartime 
setting—with its consequences of specific human suffering, the neuroses 
of war—contributes substantially to the rousing effect intended by the 
author. 

Persuasiveness and well meaning exhortation are valuable factors 
in the attitude of the psychotherapist, especially when a more basic 
reorientation of the patient toward his problems cannot be attempted. 
One should, however, be quite clear about one’s psychotherapeutic 
goals and the means which one employs to approach them. In this 
respect there is, perhaps, a certain danger contained in the principal 
topic of the book: the enumeration of the criteria of emotional maturity, 
and the advice to the therapist to keep them clearly in mind and to set 
them up as a goal for the patient to reach. The author believes that the 
eight criteria of maturity (parental independence; productive giving; 
absence of egotism and competitiveness; development of a mature 
conscience; full sexual interests; minimal hostility; a firm sense of 
reality; and emotional flexibility) are necessary attributes in psycho- 
therapists and especially in analysts because the patient “tends to solve 
his own problems by imitating the analyst” (p. 18). It undoubtedly 
would be very good for the psychotherapist or analyst to have achieved 
complete maturity; yet in reality only a few, if any, reach such perfec- 
tion. It would seem that a certain amount of modesty in the therapist — 
concerning his own shortcomings would confront the patient with a less 
fearful task and would, perhaps, allow him to solve his problems more 
according to his own capacities and force him less to “identify” with a_ 
therapist who becomes the messianic ideal of perfection. 

The preceding criticism should not detract, however, from a rec- 
ognition of the usefulness of Saul’s concepts and definitions provided 
their use is judicious and not oppressive. There is no form of therapy 
(not excluding psychoanalysis) in which the weight of the therapist’s 
or analyst’s personality and example does not occasionally support the 
patient and turn the emotional tide at a critical period. 


It should not detract either from an appreciation of this thought- 
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ful and well written book, whose main weakness seems to be that it 
attempts too many things at once, whose main strength is its enjoyable, 
intelligible presentation of modern psychiatric concepts. 
HEINZ KOHUT, M.D. 
UNIVERSITY OF CHICAGO 
CHICAGO, ILL. 


PSYCHOBIOLOGY AND PSYCHIATRY. A TEXTBOOK 
OF NORMAL AND ABNORMAL HUMAN BEHAVIOR. 


Wendell Muncie, M.D. ed. 2. St. Louis, The C. V. Mosby Co., 
1948. 620 pp. 70 illus. 


This book, which contains the imprimatur of Dr. Adolf Meyer 
and which was written at his suggestion, is probably the best textbook 
outline of the psychobiologic approach to psychiatry which is extant. 
The approach utilized is of meyerian nature and the philosophy which 
underlies psychobiology as a discipline is implicit in the writing. 

The work is divided into three parts. The first part, which con- 
sists of four chapters, is concerned with Psychobiology—the Study of 
Normal Behavior. Chapters II, III, and IV are concerned with the 
Students’ Personality Study and consider the various factors which in- 
fluence the make-up, development and activities of the individual as 
viewed through the psychobiologic lens. These chapters exemplify, 
as the author implies in his preface, Adolf Meyer’s “breadth of vision, 
tolerance for and encouragement to individual effort and his refusal to 
participate in the internecine strife among the ‘isms’.” The author has 
devoted his efforts to the determination and inclusions of the generally 
acceptable and useful facts from all sources. 

Part two is concerned with abnormal behavior, pathology and 
psychiatry. In the first chapter, devoted to a brief historical account of 
psychiatry, the author compares the psychobiologic approach with 
kraepelinian descriptive and psychoanalytic psychiatry. He also an- 
swers various objections to the methods and aims of the system of psy- 
chiatry which he espouses. In general those answers may be said to be 
fair, calm and dispassionate. Perhaps a few windmills are demolished 
in the process, but in general the arguments as given are valid. The 
author then proceeds for the next thirteen chapters to discuss examina- 
tion methods, mental deficiency, the psychoneuroses, the various psy- 
choses and the convulsive states. Each chapter is replete with psycho- 
biologic terminology and the meyerian approach to psychiatry. The 
chapter on psychosomatic disorders (chapter V) is particularly well 

one. 

Each of the minor and major reactions is illustrated by one or 
more cases—usually detailed studies which are frequently diagramed 
with behavior and sleep charts. Some differences in the description of 
various clinical entities compared to those of other authors are noted. 
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For instance Muncie does not stress the presence of agitated depression 
in involutional melancholia. ‘Individual psychoses” are described. 
These are atypical excitements with features not seen commonly in af- 
fective reactions. Also there is a description of manic stupor. 

The parergasic reactions (schizophrenia) are described rather ex- 
tensively in chapter X. Also included in this chapter are some rather 
interesting tabulations of the hereditary factors involved and various 
descriptions, speculations, and illustrative case reports. In this chapter, 
as in other places throughout the book, some good work is clouded, at 
least for this reviewer by semantic difficulties. The present trend to- 
ward a descriptive terminology and toward simplicity can hardly be 
said to be furthered in this work. Psychiatric nomenclature and ter- 
minology will never be reduced to descriptive terms of one syllable, 
nor is this necessarily to be desired; nevertheless, psychiatrists must 
remain cognizant of the criticism frequently leveled at them that their 
jargon separates them from their medical colleagues. 

In part three, in the consideration of “treatment,” one wishes that 
Muncie had made some changes. Eleven chapters are devoted to this 
important aspect of the subject; the last one is devoted to mental hy- 
giene, a subject dear to the heart of Dr. Meyer. Various advances in 
treatment could have fared better in the volume, as far as space is con- 
cerned. In the light of present emphasis on insulin shock, electric shock 
and prefrontal leukotomy, readers would have benefited more had the 
subjects been considered in greater detail. Muncie’s carefully con- 
sidered, moderate and sane views of these technics are worth more than 
the six and a quarter pages allotted to them. 

It is easy for pundits acting as reviewers to criticize textbooks and 
to tell the author how to write the book and what he should have done. 
This is not the purpose of this reviewer who sums up the work as fol- 
lows: (1) The personality study as outlined is excellent although one 
wonders whether the extensiveness of some of it is necessary. (2) The 
consideration of the psychoses is also excellent for student and practi- 
tioner alike. (3) With some deletions and additions, changes in em- 
phasis in the portion of the book concerned with treatment, the present 
value which is considerable, would be increased. 

FRANCIS J. BRACELAND, M.D. 
MAYO CLINIC 
ROCHESTER, MINN. 


EL NINO ABANDONADO Y DELINCUENTE. 


José J. Piquer y Jover. Madrid, Consejo Superior de Investiga- 
ciones Scientificas, 1946. pp. xxvi, 455. 


This book is one of the most complete statistical and psychologic 
studies ever compiled on the forced movement of children under the 
stress of war. The problem is twofold when we consider that the 
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children expatriated from Spain to escape the revolution were thrown 
into the maws of World War II. 

The children presented a variety of emotions at leaving among 
which could be listed: (1) optimism at the thought of impending peace- 
ful surroundings and better food; (2) sadness at separation from fam- 
ily and familiar environment. It is interesting to note that 63.4 per 
cent were contented to leave, 28.7 per cent were indifferent and 7.9 per 
cent had to be forced. 

The abuses against the Church, basis of Spanish culture, created 
in the children a confusion of the principles of social conduct and thus 
also altered their concepts of right and wrong. Thievery began as a 
result of hunger and necessity, creating a society living on the margin 
of the law. A good picture is presented by the fact that prior to the 
revolution in Spain (July 1936) an average of only 3 per cent of all 
children born were not baptized, while during the war 82.3 per cent 
were not baptized. Spontaneous drawings of the children reflected the 
religious outrages committed against both Church personnel and 
Church property—good illustrative examples are included in the book, 
representing all age groups. 

Children were dispersed to England, France, Belgium, Switzer- 
land, Denmark, Sweden, Russia and Mexico. Of those placed in for- 
eign settlements, or with foreign families, 29 per cent forgot their par- 
ents, 35 per cent their native Spain and 41 per cent their native lan- 
guage. 

Those children established in camps in France at the outbreak of 
World War II were exposed to the influx of Jewish and other refugees 
as the war progressed. Children’s sexual activities in these camps re- 
veals 94 out of 100 children involved in onanism, 72 out of 100 in 
sodomy, 24 out of 100 in incest, while 17 out of 100 children involved 
rape and violation of minor girls. Of the above statistics, 56 out of 
100 involved children under the age of 6. 

Of the 14,345 cases of morally neglected and delinquent children 
which came to the attention of the Provincial Committee for the Protec- 
tion of Minors at Barcelona, 2,284 were considered “delinquent” and 
1,090 were considered bordering on delinquency. Terman-Binet results 
revealed: (a) critical capacity limited; (b) large fantasy life; (c) lan- 
guage-usage restricted; (d) large vocabulary of slang and idiomatic 
words; (e) abstraction ability low; (f) good practical judgment ex- 
hibited. 

Of the children returning from camps in France, 30 per cent were 
observed to exhibit psychopathic behavior and an impairment in volun- 
tary concentration. The Rorschach showed a predominance of intro- 
versive and coarcted personalities whose inner life reflected a negati- 
vistic schizophrenic tinge. There was an overemphasis on small de- 
tails, few large W’s, and many oligophrenic details. 

Both qualitatively and quantitatively, the delinquent and neg- 
lected children were lower in intelligence than the “normals” of Bar- 
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celona which ranged 91 to 100 IQ (delinquents 71 to 80). Of the 
delinquents, 30 per cent were illiterate, 66 per cent semi-illiterate, and 
the remaining 4 per cent were normally educated. 

Most of the children were illegitimate, expelled from home, aban- 
doned or left to join gangs in the street. The camp situation dampened 
the children’s spirits by the forced gregariousness of the environment, 
by its coeducational aspects, and by the new types of liberties allowed 
them and restrictions imposed. Psychoasthenia was seen to occur most 
frequently. 

Excellent references in English, Spanish, French and German are 
listed throughout the book with a variety of case studies and maps of 
camp locations and layouts. An imposing and very complete bibliog- 
raphy is included consisting of 2,346 references from works of nearly 
every country in the world. Short chapter-summaries and extracts are 
included at the end of the. book in English and French, with an author 
index and eighty-eight photographs of camps, refugee movements, liv- 
ing conditions, and reproductions of visas and travel permits to various 
points of destination in foreign countries. 

This book is the first in a series which will discuss the problem of 
the child caught between contending armies; the author is preparing 
more analytic studies, also in book form which are calculated to describe 
the results at greater length. 

G. B. 
SAN QUENTIN, CALIF. 


LES DEREGLEMENTS DE L?HUMEUR. 


Jean Delay, M.D. Foreword by Gustave Roussy. Paris, Presses 
Universitaires de France, 1946. pp. xii and 179. 


This valuable book is introduced to the public by the rector of the 
University of Paris, himself a psychophysiologist of great distinction. 

In his own introduction, the author defines the two principal psy- 
chologic types: cyclothymes and schizothymes. The book as a whole is 
devoted to the study of hyperthymias and hypothymias. The first part 
of the book is principally devoted to the clinical, psychologic and psy- 
chiatric study of hyperthymias and of hypothymias. The second part 
of the book is devoted to the study of the function of the diencephalon 
in the regulation of moods and temperament, from the clinical, experi- 
mental and therapeutic viewpoint, and also contains an analysis of 
cortico-basillary interactions. 

The first chapter analyzes the various forms of melancholia. In 
melancholia proper, as well as in reactive melancholias and in stupor- 
ous melancholias (which includes to a certain extent pseudo-parkin- 
sonian states) it is possible to effect permanent cures by means of 
electroshock therapy. In psychasthenic melancholia, on the other hand, 
electroshock therapy is not efficacious except in the special cases where 
we are confronted with periodic obsessions. 
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The second chapter contains a study of manic states. In contra- 
distinction to melancholic states, permanent cures cannot be effected in 
manic states by means of electroshock therapy. Insulin, on the other 
hand, seems to be quite efficacious in the cure of manic states. 

The third chapter is devoted to a study of the hebephrenic mood 
which involves principally a flattening of affect. According to the au- 
thor, the fundamental factor is hebephrenia, which may be complicated 
through an admixture of catatonic, paranoid or schizophrenic syn- 
dromes. Delay rightly protests against the contemporary tendency to 
apply the term schizophrenia to a great variety of diseases. The thera- 
peutic effort in hebephrenia should be directed at the flattened affect, 
and should make use of the various forms of shock therapy. 

Chapter IV summarizes the therapeutic approaches to these dis- 
eases of mood, with special reference to the basic affective factors in- 
volved, which can, according to the author, best be modified through 
the use of shock therapy. 

The introductory section to the second half of the book gives a 
general description of the morphology and function of the dienceph- 
alon. The first chapter of the second part is divided into two. The 
first section studies the diencephalon, the second analyzes experimental 
data derived from animal studies and from neurosurgery. A special 
section is devoted to the problem of the interrelationship of expression 
and affect. 

Chapter III of Part II studies the problem of loss of consciousness, 
in the neurovegetative shock, and in the convulsions, both pathologic 
and induced. This chapter, together with the next one devoted to a 
study of what we call cortico-basillary interactions, are the most impor- 
tant parts of this book, and the ones which will elicit a favorable and 
interested reaction in the American psychiatric public. They survey 
important mechanisms and structures in terms of the jacksonian theory 
of dissolution and liberation, which runs like a red thread through most 
of Delay’s work. Whereas few American psychiatrists will consent to 
follow the learned author all the way in his attempts to establish the 
supremacy of organic factors in what are generally considered in Amer- 
ica to be “functional” psychoses and neuroses, every open-minded stu- 
dent of these problems cannot but profit from this erudite presentation 
of the organic side of affect, both in the normal and in the diseased 
mind. This well written and well thought out book should appeal to 
every person interested in the dynamics of the human mind, and is a 
significant contribution to psychosomatic medicine from the theoretic 
and practical points of view alike. 

GEORGE DEVEREUX, PH.D. 
WINTER HOSPITAL 
TOPEKA, KAN. 
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